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AGREEMENT
This Agreement entered into on the first day of January, 2023, between the County of Macomb, hereinafter
collectively referred to as the Employer, and the Police Officer Association of Michigan (POAM), hereinafter
referred to as the Union, on behalf of employees set forth in Article 19, Recognition.
PURPOSE AND INTENT

The general purpose of this Agreement is to set forth terms and conditions of employment, and to promote orderly
and peaceful labor relations for the mutual interests of the Employer, its employees and the Union.

The Parties recognize that the best interests of the community and the job security of the employees depend
upon the Employer’s success in establishing a proper service to the community.

To these ends, the Employer and the Union encourage to the fullest degree friendly and cooperative relations
between the respective representatives at all levels and among all employees.

NON-DISCRIMINATION

The provisions of the Agreement shall apply to all employees regardless of religion, race, color, national origin,
age, height, weight, familial status, marital status, sex, sexual orientation, gender identity or union affiliation.

ARTICLE 1

BEREAVEMENT LEAVE

Upon presentation of proper proof as required by the Employer, such as, but not limited to, newspaper death or
obituary notices, the following shall apply:

A. A full-time employee may elect to take up to three (3) days off with pay due to a death in the employee’s
family as follows: parent, current step parent, current mother-in-law, current father-in-law, current spouse,
children, current daughter-in-law, current son-in-law, current step children, brother, sister, grandparent or
grandchildren. It shall also include any person who Is normally a member of the employee’s household.

B. The employee may elect to take up to three (3) bereavement leave days chargeable to Sick Leave or Paid
Time Off due to the death of an Employee’s friend or family member, other than those listed in section
A. of this article.

C. Full-time employees are permitted to take up to four (4) hours of bereavement leave with pay to attend
the funeral of an employee who worked within the same department, provided attendance is during the
employee’s normally scheduled work hours and does not interfere with the operational needs of the
Department/County.

Bereavement Leave requests made pursuant to sections B. and C. of this arlicle are subject to prior approval by
the Employer and shall not be unreasonably withheld or denied.

ARTICLE 2
COURT TIME

With department approval, Medical Examiner Investigators who are subpoenaed to appear in court during off duty
hours, wiil be paid a minimum of two {2) hours of straight time or overtime, if eligible.



ARTICLE 3

DISCIPLINE AND DISCHARGE

A. Discipline:

1.

Should circumstances warrant, an employee may be disciplined for just cause. Disciplinary actions or
measures may include, but are not limited to, the following: oral reprimand, written reprimand,
suspension or discharge.

Employees in the bargaining unit shall be entitled to their right to representation at an interview or
meeting that the emplayee reasonably believes could result in disciplinary action or discharge.

Any disciplinary action or measures imposed upon an employee may be processed as a grievance
through the regular grievance procedure or through the special conference provisions as provided for
in this Agreement.

If the Employer has reason to reprimand an employee, it shall be done in a manner that will not
embarrass the employee before ather employees or the public.

B. Suspension_And Discharge:

1L

If the Employer feels there is just cause for suspension or discharge, the employee and his/her steward
will be notified in writing that the employee has been so disciplined. Such notification shall contain the
charge(s) against the employee.

The Union shall have the sole right to take a suspension and/or discharge as a grievance at the 3rd
Step of the Grievance Procedure, and the matter shall be handled in accordance with this procedure.

Records in Personnel Files:

1.

Where disciplinary action has been put in writing, a copy shall become part of the employee's
personnel file.

Any record of disciplinary action shall remain in the employee’s personnel file. If after two (2) years
from the date of discipline there have been no further incidents of a similar nature, the employee
may request in writing for the Employer to remove the discipline from the personnel file. If the
employee has not violated paragraph 3 below, the employer will remove such discipline from the
employee’s personnel file. When such request has been granted, the discipline shall be kept by the
Employer in a separate file and shall be maintained for record keeping purposes only and will not be
used in progressive discipline.

If, prior to the end of the above two (2) years, the employee is disciplined for a similar incident, the
record of the first disciplinary action shall be maintained in the employee's file for an additional two
(2) years, or a total of four (4) years. Record(s) of any similar incident{s) which causes subsequent
disciplinary action to be imposed shall remain in the employee’s personnel file until the previous
similar discipline is authorized to be removed pursuant to paragraph 2, above.

If a record of discipline is not subject to paragraph 3 above and is older than two (2) years, it will not
be relied upon for the purposes of progressive discipline.

It is the responsibility of the Employee or the Association to petition the Employer for removal of
discipline records. Employees are encouraged to exercise their right to review their personnel files in
accordance with the provisions of this collective bargaining agreement andfor human resources
policies.



ARTICLE 4

EMERGENCY MANAGER

The Parties agree that this Collective Bargaining Agreement is applicable to an emergency manager as defined in
Public Act 4 of 2011. The Union’s agreement to this provision was not by negotiation, rather, this provision is
required by Public Act 9 and accordingly is a prohibited subject of bargaining.

ARTICLE S
EMPLOYEE DEFINED
A.  Regular Full-Time Employee: A“Regular Full-Time Employee” is an individual employed in a full-time budgeted

position and regularly scheduled to work thirty (30) haurs or more per week for six {(6) consecutive months.
Regular full-time employees are entitled to benefits as specifically outlined in this Labor Agreement.

B. Regular Part-Time Employee: A “Regular Part-Time Employee” is an individual employed in a part-time
budgeted position and regularly scheduled to work less than thirty (30) hours per week for six (6) consecutive
months. Regular part-time employees shall not be entitled to any benefits pursuant to this Labor Agreement.

ARTICLE 6
FLEXIBLE SPENDING ACCOUNT

The Employer shall offer a pre-tax Flexible Spending Account, as authorized by Section 125 of the Internal
Revenue Service Code. The Reimbursement Account Program shall be limited to the Health Care and Dependent
Care provisions of the IRS Code. Employees shall have the option of participating in the Health Care and/or
Dependent Care program. The Employer supports the establishment of a Premium Only Plan (POP) based upon
the fimitations of the Internal Revenue Service code and the vendor administering the program.

ARTICLE 7

GRIEVANCE PROCEDURE

The Parties intend that the grievance procedure as set forth herein shall serve as a means for a peaceful settlement
of all disputes, including but not limited to dismissals, suspensions, demotions and other disciplinary actions of
any type that may arise between them concerning the interpretation or operation of this Agreement without any
interruption or disturbance of the normal operation of the Employer's affairs. Any employee having a grievance
in connection with his/her employment MUST present it to the Employer within fifteen (15) days after the
occurrence of the alleged event causing the grievance in the following manner:

Step 1:

The employee must first discuss the specific grievance with their immediate Supervisor. A Steward or Union
President shall be present at this meeting; otherwise, the compfaint shall not be considered a formal grievance, as
outlined in this Article. The immediate Supervisor or designee shall attempt to adjust the matter consistent with the
terms of this Agreement as soon as possible, and shall, within five (5) days give a verbal answer to the employee.

Step 2:

If the grievance is not settled at the verbal step, a written grievance may be filed by the Steward or Union
President with the employee's Department Head within ten (10) days after the immediate Supervisor's response
at Step 1. When a grievance is reduced to writing, it shall contain the name, position and department of the
grievant, a clear and concise statement of the grievance, the relief sought, the date the incident or violation took
place, the specific section(s) of the Agreement, if any, alleged to have been viclated, the signature of the Steward
or Union President and the date the grievance is reduced to writing. Inadvertent omission of minor information
will not prejudice the processing of the grievance.



A meeting shall be held between the Parties within ten (10) days, unless mutually waived in writing. Within five
(5) days after the completion of the meeting, or the waiver thereof, the Department Head shall give a written
answer to the Steward or Union President.

Step 3.

If the grievance is not settled at Step 2, such grievance may be submitted by the Steward or Union President to
the Director, Human Resources and Labor Relations or their designee, with a courtesy copy to the Department
Head, within ten (10) days after the Department Head's written response has been received by the Union President
or Steward. A grievance number shall be assigned when the grievance is submitted to the Human Resources and
Labor Relations Department.

The Union President or designee must make a request in writing to conduct a Step 3 grievance meeting. A
Grievance Committee, composed of the Union President, the Steward, the Director, Human Resources and Labor
Relations or their designee and the Department Head or their designee shall conduct a Step 3 meeting within
fifteen (15) days of the receipt of the Union President’s written request. An officer of POAM may be present at
the Step 3 meeting. In addition, a witness(es) may be in attendance if deemed necessary by both Parties.

The decision of the Director, Human Resources and Labor Relations or designee shall be given in writing to the
Union President within ten (10) days of the completion of the Step 3 meeting.

GRIEVANCE MEDIATION: If the grievance Is not resolved at Step 3 of the grievance procedure, elther party may
pursue the matter to Mediation by filing a request with the Michigan Employment Relations Commission (MERC) and
notifying the other party concurrently within five (5) days of the grievance meeting. If the mediation process is
unsuccessful, either party shall have the right to move the matter to arbitration.

Step 4:

If the grievance is not resolved at Step 3, or through grievance mediation, the Union President or designee has thirty
(30) days from the Step 3 answer or the date of the decision issued by the mediator in the event of grievance
mediation, to file a Notice of Intent to Arbitrate, by sending a letter to the Director, Human Resources and Labor
Relations, If the Union President or designee fail to request arbitration within this time limit, the grievance shall be
deemed not eligible to go to arbitration.

A.  The Notice of Intent to Arbitrate shall identify the name of the Arbitrator selected by the procedure set forth
below,

B.  All arbitration hearings shall be governed by the rules of the American Arbitration Association ("AAA™), to the
extent that those rules are not inconsistent with this Agreement.

C.  Any arbitrator selected shall have only the functions and authority set forth herein. The scope and extent of
the jurisdiction of the arbitrator shall be limited to those grievances arising out of and pertaining to the
respective rights of the Parties within the terms of this Agreement. The arbitrator shall be without power or
authority to make any decision contraty to or inconsistent with in any way, the temms of this Agreement or of
applicable laws or rules or regulations having the force and effect of law. The arbitrator shall be without
power to modify ar vary in any way the terms of this Agreement.

D. The arbitrator shall have no power to establish or modify job classifications, to establish wage rates, or to
change any existing wage rate, work schedule, or assignment, except for grievances arising out of Article 32,
Wage Rates For New Classifications.

E.  Inthe event a grievance is submitted to an arbitrator and the arbitrator finds that he/she has no jurisdiction
to rule on such grievance, it shall be referred back to the Partles without an answer or recommendation on
the merits of the grievance.



A.

To the extent that the laws of the State of Michigan permit, it is agreed that any arbitrator's decision shall be
final and binding on the Union and its members, the employee or employees involved, and the Employer, and
that there shall be no appeal from any such decision unless such decision shall extend beyond the limits of
the powers and jurisdiction herein conferred upon such arbitrator.

In matters concerning discipline imposed, the arbitrator shall have the authority to sustain, ovetrule or mitigate
the disciplinary action.

The decision of the arbitrator shall be in writing and due within thirty {30) days of the close of the hearing.
This time limit may be waived by mutual written consent of the Parties.

The fees and approved expenses of an arbitrator will be paid by the losing party. The arbitrator in their award
shall designate the losing party. In cases where there is no clear loser, the arbitrator shall so designate and
the fees and expenses of the arbitrator shall be paid by the parties equally.

GENERAL CONDITIONS:

Selection of the Arbitrator:

1.  Within thirty (30) days of the written notice of intent to arbitrate, the County and the Association shall
attempt to mutually select an Arbitrator. In the event that the parties cannot agree upon an Arbitrator
to hear the unresclved grievance within that thirty (30) days, the Union will have an additional {10) days
to request the Michigan Employment Relations Commission (MERC) to provide a list of impartial
arbitrators in accordance with its applicable rules and regulations. Any grievance scheduled in accordance
with this procedure is considered seftled and not subject to further review.

2.  The party seeking arbitration shall notify the arbitrator within 10 days of their selection and begin to
arrange the scheduling of the arbitration hearing.

3.  Upon written agreement of the Parties, an arbitrator may hear more than one case.
Withdrawal Of Grievances: A grievance may be withdrawn. A withdrawn grievance may be reinstated within

twenty (20) days from the date of withdrawal. If a grievance Is not reinstated within twenty (20) days of the
date of withdrawal it cannot be reinstated.

Computation Of Back Wages: All claims for back wages shall be limited to the amount of straight time wages
less any unemployment compensation, and/or wages earned from any other sources during the period in
question,

Time Of Appeals: Any grievance not appealed within the time specified in the particular step of the Grievance
Procedure, shall be considered settled and not subject to further review. In the event that the Employer shall
fail to supply the Union with its answer to the particular step within the specified time limits, the Union may
appeal the grievance to the next step with the time limit for exercising said appeal, commencing with the
expiration date of the Employer’s period for answer.

Legal Rights: Nothing contained herein shall be deemed to abrogate or limit the rights guaranteed by existing
statutes or court decisions.

Time Limits: Time limits may be extended or shortened by mutual written consent of the Parties.

Days Defined: All references to days as they pertain to the Grievance Procedure shall mean "working days".
They do not include Saturdays, Sundays and designated halidays.

Access to Records: Records, reports and other information pertaining to a grievance which are requested by
the Union shall be made available for inspection and copying by the Union, provided the proper representative
of the Union makes a request for the specific document referenced above and, if applicable, the affected
employee has authorized, in writing, the release of said information.
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ARTICLE 8

HOLIDAY BENEFITS
A. Employees shall be entitled to holiday pay for the following designated holidays:
January 1% (New Year's Day) Martin Luther King, Jr. Day
Presidents Day One-half (1/2) day Good Friday
Memorial Day (observed) Independence Day
Labor Day (observed) Columbus Day
November 11% (Veterans' Day) Thanksgiving Day
The day AFTER Thanksgiving December 24% (Christmas Eve)
December 25% (Christmas Day) December 31 (New Year's Eve)
June 19 (Juneteenth) General Election Day in the EVEN numbered years

B. Holiday Benefits

1.

Full-time employees, who qualify, who do not actually work on a scheduled Holiday shall be
compensated straight time pay. Payments shall be included in the first regular payroll check of
December.

All full-time employees who actually work on an identified Holiday will be paid, in addition to the
Haliday Pay described in B.1. above, at a rate of time and one-half (1 '2) for hours actually
worked on the scheduled date of the Holiday, in the pay period the Holiday is actually worked.

An employee shall receive holiday pay provided that he/she works the scheduled day before and
the scheduled day after the holiday and the holiday, if scheduled, or is excused with pay for the
entire day from work. Failure to receive pay and approval by not calling in or properly notifying
the Employer regarding an absence on the scheduled day before and/or the scheduled day after
a holiday and/or the holiday, if scheduled, shall resuit in the denial of holiday pay. Excuse shall
be by medical certificate and/or Department Head approval. In order for an employee to avoid
loss of pay, said employee, shall provide a medical certificate within three (3) working days. This
provision shall not apply to employees on an approved leave of absence.

ARTICLE 9

INSURANCE BENEFITS

A. Life Insurance:

1. Full-time Employees (including DROP Participants);

a.

The life insurance benefit provided by the Employer shall be $50,000.

The Employer will provide a payroll deduction option for employees wishing to purchase additional
$25,000 increments of life insurance to a maximum of $325,000. Rates and conditions shall be
those established by the insurance catrier.

Based on the above language, an employee exercising their ability to purchase the maximum life
insurance benefit of $325,000 would then have a total life insurance benefit of $375,000.

2.  Retirees: The Employer will provide a life insurance benefit, in the amount of two thousand dollars
($2,000), to employees covered by this Agreement who retire and are eligible for and receive a
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retirement allowance under the Macomb County Employees' Retirement Ordinance. Employees hired on
or after January 1, 2016 will not be eligible for this life insurance benefit.

B. Insurance Benefits:

1.

Only full-time employees (including DROP participants) and their eligible dependents will be eligible
for Macomb County’s Insurance Benefits which includes medical, prescription drug, dental and vision
plans, effective their first day of employment with Macomb County.

Dependent Eligibility:

Full-time employees (including DROP participants) may elect to cover their current spouse on Macomb
County’s medical, prescription drug, dental and vision plans.

Full-time employees (including DROP participants) may elect to cover their eligible children up to the
age of 26 on Macomb County’s medical, prescription drug, dental and vision plans. Supporting
documentation must be provided to the Human Resources and Labor Relations Department as
necessary.

The Employer shall provide two medical plan options: a Preferred Provider Organization (PPO) and an Health

Maintenance Organization (HMO) to all regular eligible full-time employees and their eligible dependents
including prescription drug coverage, as outlined in Appendix B, Active Employee Benefits or its substantial
equivalence. Full-time employees shall be required to comply with PA 152. Prior to the implementation of any
deductions, the Employer will meet and confer on design, plan, or carrier changes to comply with PA 152.

C.
1,
2,
D. 1

Full-time employees who have a current spouse who is also employed full-time by Macomb County
will be entitled to only one (1) medical, prescription drug, dental and vision plan for both employee
and all eligible dependents. Such employee shall not be eligible for the insurance waiver.

Full-time employees who elect not to participate in Macomb County’s medical and prescription drug
plans and who has coverage elsewhere shall receive a monthly insurance waiver payment of $167.00.
The insurance waiver will be paid in the employee’s regular paycheck.

a. Full-time employees shall establish proof of their eligibility to receive the insurance waiver.

b. Full-time empleyees participating in the insurance waiver who lose coverage shall be allowed to
enroll in Macomb County’s medical, prescription drug, dental and vision plans as soon as
administratively possible and the insurance waiver payments shall cease as soon as administratively
possible.

Retirees: Full-time employees hired before January 1, 2006, the Employer will provide a fully paid
medical and prescription drug plan to the employee and the employee's eligible spouse, as defined in
D.l.a. after eight (8) years of actual service with the Employer, for the employee who leaves
employment because of retirement and is eligible for and receives benefits under the Macomb County
Employees' Retirement Ordinance,

Full-time employees hired on or after January 1, 2006, the Employer will provide a fully paid medical
and prescription drug plan to the employee and the employee’s eligible spouse, as defined in D.1.a.
after fifteen (15) years of actual service with the Employer, for the employee who leaves employment
because of retirement and is eligible for and receives benefits under the Macomb County Employees’
Retirement Ordinance.

a.  Coverage shall be limited to the spouse of the retiree, at the time of retirement or DROP.

b.  Coverage for the eligible spouse will terminate upon the death of the retiree unless the retiree
elects to exercise a retirement option whereby the eligible spouse receives applicable retirement
benefits following the death of the retiree.
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2.  Fulltime employees hired on or after January 1, 2012 will not be eligible for Macomb County’s medical,
prescription drug, dental and vision plans for the employee’s spouse in retirement.

3.  All employees who retire ar DROP after November 1, 2013, will have the medical and prescription drug
plan as outlined in Appendix C, Post November 1, 2013 Retirees, until they are Medicare eligible, subject
to the limitations and provisions of D.2. and D.4. of this Article. This provision does nct apply to
employees who retire or DROP prior to November 1, 2013,

4.  Fullime employees hired into the County on cr after January 1, 2016 will not be eligible for Employer
provided retiree medical, prescription drug, dental or vision coverage and life insurance.

5. Retired employees and/or their eligible spouse as defined in D.1.a., shall apply and participate in the
Medicare Program, if eligible, at their expense as required by the Federal Insurance Contribution Act, a
part of the Social Security Program. At that time the Employer's obligation shall be only to provide
medical and prescription drug coverage that will coordinate or supplement with Medicare. Failure to
participate in the aforementioned Medicare Program shall be cause for termination of Employer paid
coverage of applicable hospital-medical benefits, as outlined herein for employees who retire and/or
their eligible spouse as defined in D.1.a.

6. Employees who retire under the provisions of the Macomb County Employees' Retirement Ordinance
and eligible spouse as defined in D.1.a., shall, if eligible apply for and participate in ANY National Health
Insurance program offered by the U.S. Government. Failure to participate, if eligible, shall be cause for
termination of Employer paid hospital-medical benefits as outlined.

7.  Retirees who are eligible for Macomb County's medical and prescription drug plan and elect not to
participate and who has coverage provided elsewhere, shall receive a monthly insurance waiver
payment of $167.00. The insurance waiver will be paid in the retiree’s regular retirement check.

a. Retirees shall establish proof of their eligibility to receive the insurance waiver.

b. Retirees participating in the insurance waiver who lose coverage shall be allowed to enroll in
Macomb County’s medical and prescription drug plans as scon as administratively possible and the
insurance waiver payments shall cease as soon as administratively possible.

Dental Plan:

The Employer shall provide a dental plan to full-time employees (including DROP Participants) and their eligible
dependents as outlined in Appendix D, Active Employees Dental Benefits, or its substantial equivalence.

Vision Plan:

The Employer shall provide a vision plan to full-time employees (including DROP Participants) and their eligible
dependents as outlined in Appendix E, Active Employees Vision Benefits or its substantial equivalence.

Liahility Insurance: The County shall provide for each regular employee (including DROP Participants) Bodily
Injury and Property Damage Liability Insurance while acting within the scope of his/her duties and Personal
Injury Insurance including "false arrest" when also arising out of and in the line of duty and in the conduct of
duly constituted Emplayer business. The cost of this insurance will be borne by the Employer.

Long Term Disahility: Full-time employees (including DROP Participants) covered by this Agreement will be
provided a Long Term Disability program with benefits as currently provided by the present provider, or its
substantial equivalence.




I.  The County shali provide, at its discretion, a Voluntary Benefit Program to include, but not limited to,
supplemental life insurance, pet insurance, critical care insurance, short term disability and legal services. The
Employer will provide a payroll deduction for employees (including DROP participants) wishing to purchase
these voluntary benefits.

J.  Part-time employees shall not be eligible for Macomb County’s medical, prescription drug, dental and vision
plans, life insurance, Voluntary Benefit Program and long term disability during employment and/or upon
retirement.

ARTICLE 10

JOB POSTINGS

A.  Postings shall be made for a minimum of five (5) working days. Posting periods may be shortened or
eliminated by agreement of the Parties.

B.  The posting will include the following information: The job classification, department, salary range, hours,
starting time, qualifications and any testing requirements.

C. Any employee interested in a position must apply through the Human Rescurces and Labor Relations
established application process within the posting period. The employee must meet the minimum qualifications
before the closing date of the posting, unless otherwise specified by Human Resources and Labor Relations
or this collective bargaining agreement.

D.  If necessary, a temporary appointment may be made by the Department Head.
ARTICLE 11
JURY DUTY

In the event an employee is called for jury duty, the employee shall promptly provide a copy of the official notice to
his/her immediate supervisor. The employee's schedule may be adjusted by the Employer, provided, however, no
employee shall be required to wark any number of hours, when added to the number of hours the person spends
on jury duty, that exceeds the number of hours normally and customarily worked by the person during a work day.
An employee working second shift, whase schedule has not been adjusted, shall be released from the shift scheduled
for the same date as the scheduled jury duty. An employee working third shift, whose schedule has not been
adjusted, shall normally be released from the shift scheduled on the date prior to the scheduled jury duty, except,
with approval of the Department, an employee may be released from the scheduled shift on the date after the
scheduled jury duty.

Should any employee be released from jury duty prior to the end of that shift, the employee shall, when practicable,
return to the department and work until the conclusion of that day's shift,

The employee shall be paid his/her normal daily wage for each day worked and/or assigned to jury duty. The
employee shall pay to the Employer an amount equal to any payment received as a result of jury duty service.
Expenses provided to employees as a result of jury duty service, such as mileage, parking or meal expenses, may
be retained by the employee.

ARTICLE 12
LEAVE OF ABSENCE
A.  Full-time employees are eligible and may request a leave of absence in writing far any of the following reasons:
1.  Personal Leave

2.  Medical Leave for Employee and/or Family
3.  Military



B.

Provisions:

1,

Personal Leave:

a.

An employee may be eligible for a Personal Leave upon completion of 12 months of service from
their date of hire.

An employee absent from work for more than 15 consecutive working days shall be required to
apply for and submit a request for Personal Leave in writing using forms required by Human
Resources and Labor Relations.

All requests for a Personal Leave must be submitted at least thirty (30) days prior to the effective
date of the Personal Leave.

While on an approved Personal Leave, an employee must exhaust annual leave/paid time off and
compensatory time.

An employee approved for a Personal Leave shall not accrue credited service for retirement during
the time which the employee Is on said Personal Leave without pay.

While on an unpaid Personal Leave, benefits will be cancelled at the end of the month from the
point of unpaid status. Upon return from an unpaid Personal Leave of Absence, insurance benefits
will be reinstated In accordance with the waiting periods as outlined in Article 8, Insurance Benefits.

The Department Head/designee and the Director, Human Resources and Labor Relations/designes
shall approve or disapprove all requests for Personal Leave.

An employee that fails to report for duty upon expiration of a Personal Leave shall be subject to loss
of seniority.

Medical Leave for Employee and/or Family:

d.

An employee may be eligible for a Medical Leave upon completion of 6 months of service from their
date of hire.

An eligible employee who is unable to work due to their own medical condition caused by an
iliness or injury or the medical condition of a family member caused by illness or injury may
request a Medical Leave.

A family member shall be defined as parent, current step parent, current spouse, children, current
step children, brother, sister, grandparent or grandchild. It shall also include any person who is
nomally a member of the employee’s household.

An employee absent from work for more than 5 consecutive working days shall be required to apply
for and submit a request for Medical Leave in writing using forms required by Human Resources
and Labor Relations.

All foreseeable requests for a Medical Leave must be submitted in writing to the Department Head
or designee at least thirty (30) days prior to the effective date of the Medical Leave.

An eligible employee must complete a request for Medical Leave of Absence and Certification of
Health Care Provider form provided by the U.S. Department of Labor.

Medical certification must be received in the Human Resources and Labor Relations Department
within 15 days from the employee’s last day worked.

While on an approved Medical Leave, an employee must exhaust sick leave and compensatory time.

Medical Leave extension requests must be submitted in writing at least 5 working days prior to the
10



expiration of the current approved Medical Leave.

An employee on an approved unpaid Medical Leave shall not accrue credited service for retirement
during the time which the employee is on said Medical Leave without pay.

While on an unpaid Medical Leave, benefits will be cancelled at the end of the month following six
(6) months of unpaid status. '

Upon the return from the unpaid Medical Leave, benefits will be reinstated effective immediately.

The Employer may exercise the right to have the employee examined by a physician selected by
the Employer before approving and granting such request for Medical Leave and/or Medical Leave
extension at the Employer's expense.

The Department Head/designee and the Director, Human Resources and Labor Relations/designee
shall approve or disapprove all requests for Medical Leave,

In order to return from a Medical Leave, the employee must have the ability to perform the essential
functions of the job with or without reasonable accommodation. At the Employer's sole discretion,
a medical examination may be conducted at the Employer's expense.

Failure to report for duty upon expiration of a Medical Leave shall be subject to loss of seniority.

Military:

a.

The Employer complies with the Uniform Services Employment and Reemployment Right Act
(USERRA), 38 USC, Chapter 43 Employment and Reemployment Rights of Members of the
Uniformed Services. An employee whose absence from employment is necessitated by reason of
duty in the uniformed services, shall notify the Elected Official/Department Head or designee of the
upcoming military service requirements.

Benefits provided for employees absent under this Article shall be provided consistent with the
Uniform Services Employment and Reemployment Right Act (USERRA), 38 USC, Chapter 43
Employment and Reemployment Rights of Members of the Uniformed Services as determined by
Human Resources and Labor Relations. Employees absent under USERRA should provide the County
with a copy of their military orders.

Any employee on an approved USERRA Military Leave of Absence shall be eligible for the following
benefits as a result of their Military Leave of Absence: differential pay, medical, prescription drug,
dental and vision benefits, life insurance, Retirement eligibility or 401(a) vesting, Sick Leave, Paid
Time Off (PTO) and Longevity as determined by Human Resources and Labor Relations.

Family And Medical Leave Act: The Employer shall comply with all aspects of the Family and
Medical Leave Act (FMLA). Leaves will run concurrent with any FMLA eligible Leave.

ARTICLE 13

LONGEVITY

Participants in the Deferred Retirement Option Plan are not subject to Article 13, Longevity, but shall receive
Longevity in the manner described in Article 22, Deferred Retirement Option Plan.

The Parties recoghize employees who have a record of long continued employment and service with the
County of Macomb and value the experience gained through such length of service,

The basis of longevity compensation is as follows:
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1. Eligibility of a full-time employee shall commence when such employee shall have completed fifteen
{(15) years of continuous full-time employment on or before October 31st of any year.

2.  Continuous employment shall not be considered interrupted when absences arise as paid vacations,
paid Sick Leave, approved Leave of Absence and/or paid Worker's Compensation period not to exceed
one year.

3.  The following schedule shall be used as a basis for longevity payments, paid to such employees as of
October 31st, provided said employees qualify as to length of service, as per Paragraph C.1 of this
Article, as follows:

CONTINUQUS YEARS OF FULL TIME
SERVICE ON OR BEFOR

STEP OCTOBER 31 OF EACH YEAR AMOUNT
1 15 through 19 $600

2 20 through 24 $800

3 25 and thereafter $1,000

Longevity compensation shall be added to the regular payroll check, when due, for eligible employees. .It
shall be considered a part of the regular compensation and, as such subject to Federal and State withholding
tax, social security, retirement deductions, regulations and ordinances of the County of Macomb and other
applicable statutes.

Payments to employees eligible as of October 31st of any year shall be included in the first regular payroll
check of December. The annual period covered In camputation of longevity shall be from November 1 of each
year through and including October 31st of the following year.,
Employees leaving the employ of the County by reason of retirement and recelving benefits under the Macomb
County Employees’ Retirement Ordinance, or by reason of death from any cause shall be entitled to and
receive a longevity payment upon a pro-rated basis for that portion of the year employed.
Employees hired into the County after January 1, 2012 will not be eligible for Longevity.

ARTICLE 14

MANAGEMENT RIGHTS

The Employer retains and shall have the sole and exclusive right and authority to manage and operate its
affairs, including all of its operations and activities; to decide the number of employees; to establish the overall
operation, policies and procedures of the Employer; to assign employees to shifts in order to adequately staff
shifts with appropriate personnel; to schedule the shifts of all employees; to direct its working force of
employees; to determine the metheds, procedures and services to be provided; to comply with P.A. 390, as
amended, known as the State's Emergency Management Act and the County’s Emergency Management
resolution as well as all related plans, policies and procedures covered by these statutes. All of such rights
are vested exclusively in the Employer.

The Employer, in addition to the rights set forth in Section A above, shall have the right to hire, promote,
demote, assign, transfer, suspend, discipline, discharge, layoff, recall; to establish schedules of werk for
employees; to establish work rules and rules of conduct, and to fix and determine penalties for the viclation
of such rules; to maintain discipline and efficiency among the employees, provided that such rights shall not
be exercised by the Employer in violation of any of the express terms and provisions of this Agreement.

The Employer retains and shall have the sole and exclusive right to administer, without limitation, implied or

otherwise, all matters not specifically and expressly covered by the provisions of Paragraph A and B of this
Article, or accepted by the provisions of any other Article of this Agreement.

12



D. The Employer retains and shall have the sole and exclusive right and authority to convert full time vacant
positions to part time,

ARTICLE 15
MILEAGE

Mileage reimbursement will be made for employees required to use their personal vehicles while performing assigned
County business. The mileage reimbursement rate will be established in accordance with the Internal Revenue
Service mileage reimbursement formula. Mileage reimbursement will be paid based on the rate in effect at the time
the mileage was incurred.

Mileage reimbursement must be authorized in advance by the Department Head or designee and in accordance with
County and Department Policy.

ARTICLE 16
OVERTIME

A. FulHime employees shall receive compensation at the rate of 1 ¥z times their regular hourly rate for ali
hours scheduled and authorized over and above their regular work week. Compensation as used in this
Article shall mean either cash payment or compensatory time. The Employer has the right to offer
overtime compensation either in the form of cash payment or compensatory time. An employee has the
right to refuse overtime if it is offered as compensatory time; however, the Employer may then offer the
overtime, in the form of compensatory time, to other employees. There shall be no accrual of
compensatory time in excess of 40 hours. Employees may request to be paid for unused compensatory
time and the County shall, within thirty (30) days of such request, pay the employee for unused
compensatory time.

B. All overtime shall be distributed in accordance with the Medical Examiner Call-In Procedure 2016-5.
C. All overtime shall be paid at the employee’s hourly rate at the time the overtime was worked.

D. Anemployee called into work prior to the start of their assigned shift or required to stay at work beyond
their assigned shift, as directed and approved by management, will receive compensation at the rate of 1
2 times their regular hourly rate for the time beyond their assigned shift.

E. General Conditions:

1. In case of an emergency an employee may be required to work beyond his/her regular shift.

2. The Employer will attempt to notify the employee but is not required to make repeated efforts to
contact an employee for specific overtime.

ARTICLE 17

PAID TIME OFF

A. Participants in the Deferred Retirement Option Plan are not subject to Article 17, Paid Time Off, but shall
receive Paid Time Off in the manner described in Article 22, Deferred Retirement Opticn Plan.

The purpose of Paid Time Off (PTO) is to provide employees with flexible paid time off from work that shall
be used for such employee needs as vacation, personal business and other activities, without disrupting the
operations of the department. Paid Time Off (PTO) shall also be used for employee absences incurred from
inclement weather.
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Full time employees shall be entitled to accrue Paid Time OFff (PTO) according to the following schedule.

The paid leave provisions in this contract apply only to full time employees working 37.5 hours or more.
All other employees accrue paid leave time in accordance with Michigan’s paid leave act and that leave
time will be administered according to the acts provisions (PA 338 of 2018 as amended).

YEARS OF ANNUAL

CONSECUTIVE FULL TIME EQUIVALENT

SERVICE COMPLETED: OF:

less than 5 15 days (112.5 hours)

5 20 days (150 hours)

10 21 days (157.5 hours)
13 24 days (180 hours)
20 25 days (187.5 hours)
21 26 days (195 hours)
22 27 days (202.5 hours)
23 28 days (210 hours)
24 29 days (217.5 hours)
25 30 days (225 hours)

Paid Time Off days may be accumulated to a maximum of thirty (30) days (225 hours).
Paid Time Off shall be available for use upon accrual.

Full-time employees, except for participants in the Deferred Retirement Option Plan (DROP), shall be entitled
to accumulate Paid Time Off as above for each fully paid two (2) week pay period of service. Paid Time Off
shall accumulate only on hours paid.

Paid Time Off requests shall be reviewed by the Department Head/designee, and must have their approval.
Such approval shall be at the Department Head/designee’s discretion to ensure efficient operations.

Full time employees, including participants in the Deferred Retirement Option Plan (DROP), may request
Paid Time Off conversion to cash payment of up to forty (40) hours per conversion, maximum of eighty (80)
hours per year. Employees requesting Paid Time Off conversion must have a minimum of one hundred
twenty (120) hours of Paid Time Off to be eligible for the conversion. The requested Paid Time Off
conversion(s) must be submitted by February with the cash payment to be made on the second pay in March
and August with the cash payment to be made on the second pay in September in a regular paycheck with
normal deductions.

Upon termination of employment, an employee shall be compensated for their Paid Time Off at the rate of
pay said employee received at the time of termination.

ARTICLE 18
PROBATIONARY PERIOD
Probationary Period For New Full-time Employees: All full-time employees newly hired into this bargaining
unit shall be required to successfully complete a probationary period; the length of sald probationary period

shall be the first six (6) months of employment from the date of hire. During the probationary period of a
new employee, s/he may be terminated at any time without the right of appeal or a statement of cause.

Probationary Pericd For New Part-time Employees: All part-time employees newly hired into this bargaining
unit shall be required to successfully complete a probationary period; the length of said probationary period
shall be the first nine (9) months of employment from the date of hire. During the probationary period of a
new employee, s/he may be terminated at any time without the right of appeal or a statement of cause.
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C.  Probationary Pericd For Employees Who Have Had a Change in Classification: Employees in this bargaining
unit who have had a change in classification (promotion, demotion, lateral transfer, bump or recall) shall serve
a probationary period of four (4) months from the date of change in classification. Employees who have had
a change in classification shall have the opportunity to return to their prior classification within one (1) month
from the date of change in classification. During the probationary period of an employee who has had a
change Iin classification, the employee may be returned to his/her former classification at any time without
the right of appeal or statement of cause. Such decision shall be within the sole discretion of the Employer.

ARTICLE 19
RECOGNITION
Pursuant to and in accordance with all applicable provisions of Act 379 of the Public Acts of 1965, as amended,
the Employer does hereby recognize the Union as the sole and exclusive representative for the purpose of
collective bargaining with respect to wages, hours and other terms and conditions of employment, for the term of
this Agreement for all classifications (full-time or part-time) of Medical Examiner Investigator provided it is agreed
and understood that the County of Macomb does not, by entering into this Agreement, purport to assume control

or exercise jurisdiction in those areas where statutory and constitutional powers have been exclusively vested in
County or State elected and/or appointed officials.

ARTICLE 20
REPRESENTATION
A.  The Union shall notify the Employer in writing of the name(s) of the Officer and Steward for their bargaining
unit. In the event there is a change in the Officer or Steward, the Union shall inform the Employer forty-eight
(48) hours prior to such Union Officer or Steward taking over their duties.
B.  The Employer agrees to recognize one (1) Officer and one (1) Steward for the bargaining unit.
C.  The bargaining unit will be permitted a maximum of one (1) hour per calendar week during their working

hours, without loss of time or pay, for the purpose of investigating and presenting grievances to the Employer.

A greater period of time may be permitted by prior authorization from their immediate Supervisor or the
Department.

D. Bargaining Committee:

1.  The Bargaining Committee shall be comprised of two {2) local union members and a T.P.0O.A.M.
representative.

2,  The Bargaining Committee shall be released from regular duty and compensated for all time spent
negotiating during the member’s regular work schedule.

ARTICLE 21

RETIREMENT SYSTEM

A. Retirement Benefits: The Employer shall continue the benefits as provided by the presently constituted
Macomb County Employee’s Retirement Ordinance, and the Employer and the employee shall abide by the
terms and conditions thereof, provided, that the provisions thereof may be amended by the Retirement Board
as provided by the statutes of the State of Michigan and provided further, that an annual statement of
employee's contributions is available upon request.

B.  Full-time employees hired into the County prior to January 1, 2016:

1. Employee Contribution: For any employee hired on or before December 31, 2001, or who is vested as
of February 27, 2009, the employee’s contribution to the retirement system is three and five tenths
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4.

percent (3.5%) of their compensation.

For employees hired on or after January 1, 2002 the employee’s contribution to the retirement system
is two and five tenths percent (2.5%) of their compensation.

County Pension Maximum: For any employee hired on or before December 31, 2001, or who is vested
as of February 27, 2009, the County pension shall not exceed sixty-five percent (65%) of annual average
compensation.

For employees hired on or after January 1, 2002, the County pension shall not exceed sixty-six percent
(66%) of an employee’s final average compensation.

Pension Multiplier: For any employee hired on or before December 31, 2001, or who is vested as of
February 27, 2009, the pension multiplier is two and four tenths percent (2.4%) for the first twenty-six
(26) years of credited service and one percent (1%) for each year of credited service thereafter.

For employees hired on or after January 1, 2002, the pension multiplier is two and two tenths percent
(2.2%) for all years of credited service.

Final Average Compensation Formula: For any employee hired on or before December 31, 2001, or
who is vested as of February 27, 2009, the formula for computing final average compensation, used for
calculating pension benefits for eligible bargaining unit members, shall be based on the average of an
employee’s one hundred and four (104) highest consecutive pay periods of compensation out of the
last two hundred and sixty (260) pay periods.

For employees hired on or after January 1, 2002, the formula for computing final average compensation,
used for calculating pension benefits for eligible bargaining unit members, shall be based on the average
of an employee’s one hundred and thirty (130) highest consecutive pay periods of compensation out of
the last two hundred and sixty (260) pay pericds.

Retroactive Effect: Notwithstanding the provisions of the Macomb County Employees” Retirement
System Ordinance, when an employee's Final Average Compensation is calculated, any retroactive
wages provided shall be counted as if the retroactive wages were paid to the employee when the wages
were paid, not when they were earned by the employee.

Pension Calculation: For any employee hired on or before December 31, 2001, or who is vested as of
February 27, 2009, the County pension, which when added to an employee pension, will provide a
straight life retirement allowance equal to the number of years, and fraction of a year, of an employee’s
credited service multiplied by the sum of 2.4% of the employee’s final average compensation for the
first twenty-six (26) years of credited service and one percent (1%) for each year of credited service
thereafter.

For employees hired after January 1, 2002, the County pension, which when added to an employee
pension, will provide a straight life retirement allowance equal to the number of years, and fraction of
a year, of an employee’s credited service multiplied by the sum of 2.2% of the employee’s final average
compensation for all years of credited service.

Effective January 1, 2020 in no case shall the Straight Life pension benefit for a bargaining unit member
under this contract exceed 100% of the employee's base salary at the time of retirement. Such limitation
shall be applied to a bargaining unit member’s straight life benefit calculation prior to an applicable
actuarial adjustment, if any, for the member’s selection of an optional form of benefit or the annuity
withdrawal option and shall also apply to the member's DROP benefit.

Eligibility:

a. For employees hired on or before December 31, 2001, or who is vested as of February 27, 2009,
who meets the following criteria may retire upon the employee’s written application filed with the
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Retirement Board:
1.  Attained age 60 years and has 8 or more years of credited service; or

2.  Attained the age of 50 with at least 8 years of credited service, if the employee’s age, when
added to the employee’s years of credited service, equal the sum of 70 or more.

b. For employees hired on or after January 1, 2002, any member who meets the following criteria
may retire upon their written application filed with the Retirement Board:

1.  Attained age 60 years and has 8 or more years of credited service; or
2.  Attained the age of 55 with 25 years of credited service.

C. For employees hired into the County on or after January 1, 2012, any member who meets the
following criteria may retire upon the employee’s written application filed with the Board:

1.  Attained age 60 years and has 15 or more years of credited service; or
2.  Aftained the age of 55 with 25 years of credited service.

Upon the employee’s retirement, the employee shall receive a pension as provided in the
Retirement Ordinance.

d. Inthe event a former member is re-employed by the County as a full-time employee within four
(4) years from their last separation date, membership is reinstated.

1.  For employees who have multiple terms of employment as a member in Macomb County
Employees’ Retirement System, the following shall apply:

a. If an employee was vested during the first term of employment, the pension will
be calculated per the terms of the original date of hire.

b. If an employee was not vested during the first term of employment, the pension
will be calculated per the terms of the employee’s rehire date.

e. In the event a former member is re-employed by the County as a full-time employee and it has
been four (4) or more years since their last separation date, their membership will not be re-
instated, and they will enter the 401(a) Defined Contribution plan.

Annuity Withdrawal: Members of the Macomb County Employees’ Retirement System may elect to take
an Annuity Withdrawal, excluding non-duty disability retirement and non-duty death. The utilization of
this option shall be governed by any applicable Annuity Withdrawal provisions of the Macomb County
Employees’ Retirement System Ordinance.

Purchase of Military Service Credits: A member who wishes to purchase military service credits as
provided in the Macomb County Employees’ Retirement Ordinance shall be allowed to purchase to
purchase military service credit through payroll deduction.

If a member chooses the payroll deduction option, the cost of such credit shall be computed as provided
in the aforementioned Ordinance.

Option D: A retirant shall have the option of selecting survivor’s benefits in conjunction with the
retirement option described in the Macomb County Employees’ Retirement Ordinance commonly known
as “Option D — Level Income Option”. Said surviver's benefits shall correspend to those benefits known
as Option A — 100% Survivor Allowance, Option B — 50% Survivor Allowance and Option C — Allowance
for 10 Years Certain and Life Thereafter, as described in the Ordinance.
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10.

11.

12,

13.

Pop Up Option: A retirant may elect this option in combination with Option A or B of the Ordinance.
Under this option, a reduced retirement allowance is payable during the joint lifetime of the retirant and
their beneficiary nominated under Option A or B, whichever is elected. Upon the death of the retirant,
their beneficiary will receive a retirement allowance for life equal to the percentage specified by Option
A or B of the reduced retirement income payable during the joint lifetime of the retirant and their
beneficiary. Upon the death of the beneficiary, the retirant will receive a retirement allowance equal to
one hundred percent of the amount specified by the Macomb County Employees’ Retirement Ordinance
for the remaining lifetime of the retirant. The reduced retirement allowance payable during the joint
lifetime of the retirant and their beneficiary together with the retirement allowance payable to one upon
the death of the other will be actuarially equivalent to the retirement allowance provided by the Macomb
County Employees’ Retirement Ordinance as a single life annuity. This provision shall be without force
or effect unless or until the retirant submits acceptable documentation of the death of their beneficiary
to the Secretary of the Retirement Board.

Deferred Retirement Allowance Option: In the event a vested bargaining unit member, leaves the
employ of the County prior to the date they have satisfied the age and service requirements for
retirement provided in the Macomb County Employees” Retirement Ordinance, for any reason except
their disability retirement or death, they shall be entitled to retire at the normal retirement age and be
subject to the retirement formula in effect at the time they left County employment and as provided for
in the Macomb County Employee’s Retirement Ordinance, provided that they do not withdraw their
accumulated contributions from the employees savings fund. Their retirement allowance under the plan
in effect at the employee’s termination of County employment shall begin the first day of the calendar
month next following the date their application for same Is filed with the Board after the employee would
have become eligible for retirement under the plan had the employee’s employment not been
terminated, but not later than 90 days after the employee becomes 65 years of age.

A vested former member who withdraws accumulated member contributions and voluntarily forfeits
credited service in the System thereby forfeits all rights in and to the portion of the pension attributable
to the forfeited credited service.

There shall be no pension paid to an eligible vested former member until an application for retirement
is submitted and approved. In the event an eligible vested member dies prior to applying for their
pension, their beneficiary or estateftrust shall not be entitled to a pension. The vested member’s
beneficlary or estate/trust shall recelve the contributions and interest earned as of the date of the vested
member’s death.

Non-Duty Death Before Retirement, Beneficiary Nominated: Any bargaining unit member who is vested
may at any time prior to the effective date of their retirement elect Option A provided in the Macomb
County Employees’ Retirement System Ordinance in the same manner as if they were then retiring from
county employment, and nominate a beneficiary whom the Retirement Board finds to be dependent
upon the said member for at least 50 percent of their support due to lack of financial means. Prior to
the effective date of their retirement a member may revoke their said election of Option A and
nomination of beneficiary and they may again elect the said Option A and nominate a beneficiary as
provided in this section. Upon the death of a member who has an Option A election in force their
beneficiaty, if living, shall immediately receive a retirement allowance computed in the same manner in
all respects as if the said member had retired the day preceding the date of their death, notwithstanding
that they might not have attained age 60 years. If a member has an Option A election in force at the
time of thelr retirement their said election of Option A and nomination of beneficiary shall thereafter
continue in force; provided, that prior to the effective date of their retirement, they shall have the right
to elect to receive their retirement allowance as a straight life retirement allowance or under Option B
provided in the Ordinance. No retirement allowance shall be paid under this section on account of the
death of a member if any benefits are paid or will become payable under the Ordinance on account of
their death,

Non-Duty Death Before Retirement, Non-spousal Beneficiary Nominated: In the event of a non-duty
death of a vested member prior to retirement, a non-spousal beneficiary shall receive only contributions
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and interest.

14. Non-Duty Death Retirement Allowance, Automatic Provisions: Any vested bargaining unit member who
continues County employment and (1) dies while in County employment and (2) leaves a spouse, the
spouse shall immediately receive a retirement allowance computed in the same manner in all respects
as if the member had (1) retired the day preceding the date of the members death, notwithstanding
that the member might not have attained age 60 years, and (2) elected Option A in the Macomb County
Employees’ Retirement Ordinance.

15. Deferred Retirement Option Plan (DROP): The Memorandum of Understanding executed in 2007
regarding the Deferred Retirement Option Plan (DROP) is incorporated by reference herein as Article
22, Deferred Retirement Option Plan. Vesting for the purposes of DROP excludes service time under
Reciprocal Act 88.

C.  Fulltime employees hired into the County on or after January 1, 2016:

1. Wil be eligible to receive a one-time fixed payment of $1000 from the Macomb County Employees’
Retirement System, This payment will be made to an employee after separation from employment and
who meets the Employer contribution vesting requirements as outlined in Section C.5 and after the
completion of five (5) years of service.

2. Will nct be eligible for or participate in the Macomb County Employees’ Retirement System for any other
benefit, including DROP, other than for the fixed payment as outlined in Section C.1.

3. Will participate in a Defined Contribution Retirement Plan. Employees shall contribute three percent (3%)
of the employee’s base pay and the Employer shall contribute six percent (6%) of the employee’s base

pay.

Upon the completion of 5 years of actual service with the Employer, employees shall be eligible to elect
to increase their contribution by one percent (1%) of the employee’s base pay. Per IRS regulations, the
additional one percent {(1%) contribution is a post-tax contribution. If such election is made by the
employee, the Employer shall increase its contribution from six percent (6%) to eight percent (8%) of the
employee’s base pay.

4. Will not be eligible for Employer provided retiree medical, prescription drug, dental or vision coverage
and life insurance. The eligible employee, however, shall receive $100 per pay period, deposited by the
County, into the Defined Contribution Retirement Plan, not to exceed $2600 per year.

5. Employees shall have the following schedule as it relates to vesting for the Employer contributions:

Completion of 1 year of service 20%
Completion of 2 years of service 40%
Completion of 3 years of service 60%
Completion of 4 years of service 80%
Completion of 5 years of service 100%
ARTICLE 22

DEFERRED RETIREMENT OPTION PLAN

Eligible employees may elect to participate in the Deferred Retirement Option Plan (DROP). Eligibility, terms, and
conditions of DROP participation are set forth below, including the payment of certain fringe benefits to DROP
participants, Longevity, Paid Time Off and Sick Leave,
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Eligibility: An employee who is a member of the Macomb County Employees’ Retirement System may
voluntarily elect to participate in the DROP with a minimum of a thirty (30) day notice, at any time after
attaining the minimum age and service requirements for a normal service retirement. Vesting for the
purpeses of DROP excludes service time under Reciprocal Act 88.

Participation: The maximum period for DROP payments credited fo the account is five (5) years (the
“Participation Period”). There is no minimum time pericd for participation. Employees may continue to
work beyond the five (5) years, but DROP payments will cease at the end of the participation period.

DROP Payment: Upon termination of employment, the retiree shall receive the monthly pension
previously credited to their DROP account. Failure to terminate employment at the expiration of the
DROP Participation Pericd shall result in forfeiture of the employee’s monthly pension berefit otherwise
payable to the DROP account. Interest on the DROP account will continue to accrue during such a
forfeiture.

Election to Participate: Participation in the DROP is irrevocable once an employee begins participation.
An employee who wishes to participate in the DROP shall be eligible to begin at the start of a pay period
and must complete and sigh such application form. Such application shall be reviewed by the Human
Resources and Labor Relations Department within a reasonable time period and a determination shall be
made as to the membet’s eligibility for participation in the DROP. On the date upon which the member’s
participation in the DROP shall be effective, they shall be considered to be a DROP participant and shall
cease to be an active member of the Macomb County Employees Retirement System. The amount of
credited service, multiplier and final average compensation shall be fixed as of the employee’s DROP date.
When an employee’s Final Average Compensation is calculated, any retroactive wages provided shall be
counted as if the retroactive wages were paid to the employee when the wages were paid, not when they
were earned by the employee. Increases or decreases in compensation during DROP participation will
not be factored into retirement benefits of active or former DROP participants. DROP participants accrue
no service time credit for retirement purposes pursuant to the Macomb County Employees Retirement
System.

DROP Account: The employee’s DROP Account shall be the regular monthly pension with interest to which
the employee would have been entitled if they had actually retired on the DROP date. The payment shall
be credited monthly to the employee’s individual DROP account. At the time an employee elects to
participate in the DROP, their optional form of retirement allowance as set forth in the Macomb County
Employee Retirement Ordinance shall be irrevocable. All individual DROP accounts shall be maintained
for the benefit of each employee participating in the DROP and will be managed by the Retirement System
in the same manner as the primary retirement fund. DROP interest for each employee who participates
in the DROP shall be at a fixed rate of 3.5% per annum, calculated in the same manner as the interest in
the employee savings accounts in the Macomb County Employees Retirement System.

Annuity Withdrawal: An employee who elects to participate in the DROP may elect the Annuity Withdrawal
option provided by the retirement ordinance at the time of electing DROP participation. Such election
shall be made commensurate with the employee’s DROP election, but not thereafter. Such annuity
withdrawal will be utilized to compute the actuarial reduction of the member's DROP benefit, as well as
the member’s monthly pension from the Macomb County Employees Retirement System, after termination
of employment.

The annuity withdrawal amount (accumulated contributions and interest) will be disbursed from the
Macomb County Employees Retirement System within sixty (60) days from the first pension check. All
withdrawal provisions and options under the Retirement Ordinance, which are available to Retirement
System members shall be available to the employee participating in the DROP at such time that they
elects to participate in the DROP.

Contributions: The employee’s contributions to the Macomb County Employees Retirement System shall
cease as of the date that the employee begins participation in the DROP.
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Distribution of DROP Account: The employee participating in the DROP must choose ane, or a non-
inconsistent combination of, the following distribution methods to receive payment(s) from their
individual DROP account:

1) A lump sum distribution to the employee; AND/OR

2) A lump sum direct rollover to another qualified plan to the extent allowed by federal law and in
accordance with any procedures established by the Retirement System for such rollovers.

Failure to elect one of the above options and receive such distribution within 60 days of
termination of employment shall result in a lump sum distribution to the employee.

Death During DROP Participation: If an employee participating in the DROP dies either: (1) before full
retirement, that is before termination of employment with the County, or (2) during full retirement (that
is, after termination of employment with the County but before the DROP account balance has been fully
paid), the employee's designated beneficlary{ies) shall receive the remaining balance in the employee’s
DROP account in the manner in which they elect from the previously mentioned distribution methods
(above). If there is no such beneficiary, the account balance shall be paid in a lump sum to the estate/trust
of the employee. Benefits payable from the Macomb County Employees Retirement System shall be
determined as though the employee participating in the DROP had separated from service on the day
pricr to the employee’s date of death.

Disahility During DROP Participation: In the event an employee participating in the DROP becomes totally
and permanently disabled from further service in the employment of Macomb County, the employee’s
participation in the DROP shall cease, and the employee shall receive such benefits as if the employee
had retired and terminated employment during the participation period.

Internal Revenue Code Compliance: The DROP is intended to operate in accordance with Section 415 and
other applicable faws and regulations contained within the Internal Revenue Code of the United States.
Any provision of the DROP, or portion thereof, that is in conflict with an applicable provision of the Internal
Revenue Code of the United States is hereby null and void and of no force and effect.

Other Provisions: The Macomb County Employees Retirement System is a defined benefit plan. Should
that plan be modified to include a defined contribution plan, this DROP account established is only part
of a defined benefit plan. It is intended that this DROP be a “forward” DROP only and contains no DROP
“back” provision, which would allow members to retire retroactively.

Pald Time Off and Sick Leave in Final Average Calculation: The collective bargaining agreement may
provide for the crediting of both Paid Time Off and Sick Leave banks for inclusion in determining an
employee’s final average compensation for purposes of computing an employee’s pension.

At the effective date of an employee’s participation in the DROP, an employee’s Paid Time Off and Sick
Leave bank shall be “credited” and/or paid as provided for in the collective bargaining agreement or the
Macomb County Employees Retirement Crdinance.

After the effective date of an employee’s participation in the DROP, the employee’s Paid Time Off and
Sick Leave shall be determined as set forth in the collective bargaining agreement.

Longevity, Paid Time Off and Sick Leave: After the effective date of an employee’s participation in the
DROP, the employee’s Longevity, Paid Time Off and Sick Leave shall be determined as set forth below.

1. Longevity for DROP Participants:

a. At the time an employee elects to participate in the DROP they shall receive, as part of their
payoff, a prorated amount of longevity compensation. Payment for the balance of the DROP
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years’ longevity payment and subsequent longevity payments shall be made in December
of each year as described below.

For DROP participants, the amount of longevity compensation paid in subsequent years shall
be determined by the step level achieved by the employee at the time they elected to DROP.
Step levels are listed below.

CONTINUOUS YEARS OF FULL TIME SERVICE
ON OR BEFORE OCTOBER 31ST
STEP OF EACH YEAR AMOUNT

1 15 through 19 $600
2 20 through 24 $800
3 25 and thereafter $1,000

Longevity compensation shall be added to the regular payroll check, when due, for eligible
DROP participants. It shall be considered a part of the regular compensation and, as such
subject to Federal and State withholding tax, social security, regulations and ordinances of
the County of Macomb and other applicable statutes.

Payments to eligible DROP participants as of October 31st of any year shall be included in
the first regular payroll check of December. The annual period covered in computation of
longevity shall be from November 1 of each year through and including October 31st of the
following year.

DROP participants who terminate employment shall be entitled to and receive a longevity
payment upon a pro-rated basis for that portion of the year employed.

2. Paid Time Cff for DROP Participants

a.

The purpose of Paid Time Off (PTO) is to provide employees with flexible paid time off from
work that shall be used for such employee needs as vacation, personal business and other
activities, without disrupting the operations of the department. Paid Time Off {(PTO) shall
also be used for employee absences incurred from inclement weather.

Employees who are participants in the Deferred Retirement Option Plan {DROP) shall
receive Pald Time Off in the following manner.

DROP participants shall receive, on January 1% of each year of DROP participation, a
number of hours of Paid Time Off equal to the number of hours of Paid Time Off earned
based upon their years of service at the commencement of DROP participation according
to the following schedule:

YEARS OF ANNUAL

CONSECUTIVE FULL-TIME EQUIVALENT

SERVICE COMPLETED: OF:

less than 5 ! 15 days
5 20 days
10 21 days
13 24 days
20 25 days
21 26 days
22 27 days
23 28 days
24 29 days
25 30 days



Paid Time Off requests shall be reviewed by the Department Head/designee, and must have
their approval. Such approval shall be at the Department Head/designee’s discretion to
ensure efficient operations.

DROP participants may request Paid Time Off conversion to cash payment of up to forty
(40) hours per conversion, maximum of eighty (80) hours per year. Employees requesting
Paid Time Off conversion must have a minimum of one hundred twenty (120) hours of Paid
Time Off to be eligible for the conversion. The requested Paid Time Off conversion(s) must
be submitted by February with the cash payment to be made in the second pay in March
and August with the cash payment to be made in the second pay in September in a regular
paycheck with normal deductions.

Employees whose DROP participation begins at a time of year other than Januaty 1%, shall
receive a pro-rata share of Paid Time Off for the balance of the calendar year computed in
the same manner as paragraph b. above.

Paid Time Off not utilized by an employee by December 315 of a calendar year shall be
forfelted.

There shall be no compensation for Paid Time Off remaining in the DROP participant’s Paid
Time Off bank upon separation from employment.

DROP participants who utilize Paid Time Off in an amount in excess of a proportionate share
prior to voluntarily or involuntarily discontinuing employment shall be obligated to
compensate the Employer for all Paid Time Off time used in excess of such proportionate
share. This provision shall not apply to a DROP participant whose involuntary
discontinuance of employment is caused by duty related death or disability.

Sick Leave for DRCP Participants:

a.

DROP participants shall be provided with six (6) days of Sick Leave on January 1% of each
year the employee participates in the DROP.

Employees who begin DROP participation at a time other than January 1%, shall receive a
pro-rata share of six (6) Sick Leave days for the balance of the calendar year.

After the exhaustion of the six (6) Sick Leave days provided for in paragraph a., above,
DROFP participants may utilize that Excess Sick Leave, accrued during the peried of
employment prior to the effective date of DROP participation, for which the employee was
not compensated at the time of entry into the DROP.

DROP participants who are employed on December 31% of each year and have not
exhausted the six (6) sick leave days provided for in paragraph a. shall receive a pay out of
up to three (3) of the unused sick leave days. Payment will be made the following January.

There shall be no compensation for any Sick Leave time remaining in the DROP participant’s
Sick Leave bank upon separation from employment.

An employee may utilize available Sick Leave for absences:
i. Due to personal illness or physical incapacity caused by factors that the employee
has no reasonable immediate control. Personal iliness includes a woman's actual

physical inability to work as a result of pregnancy, child birth, or related medical
condition.
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ii. Necessitated by exposure to contagious disease or condition in which the health
of others would be endangered by attendance on duty.

iii. Due to illness of a member of their immediate family who requires their personal
care and attention. The term "immediate family” as used in this section shall mean
parent, current step parent, current mother-in-law, current father-in-law, current
spouse, children, current daughter-in-law, current son-in-law, current step children,
brother, sister, grandparent or grandchildren. It shall also include any person who
is normally a member of the employee’s household.

iv. To report to the Veterans' Administration for medical examinations or other
purposes relating to eligibility for disability pension or medical treatment.

DROP participants absent for one of the reasons mentioned above shall inform their
immediate Supervisor of such absence as soon as possible and failure to do so within the
earliest reasonable time, may be the cause of denial of Sick Leave with pay for the period
of absence.

When an absence occurs as defined in this Article, and the Department Head or designee
suspects abuse, a medical certificate may be required.

A DROP participant who is seriously ill for more than five (5) days while on Paid Time Off,
may, upon application, have the duration of such illness charged against their Sick Leave
bank rather than against Paid Time Off. Notice of such iliness must be given immediately.
Proof of such illness in the form of a physician's certificate shall be submitted by the
employee.

ARTICLE 23

SAVINGS CLAUSE

Should any part of this Agreement be rendered or declared illegal or invalid by legislation, decree of a court of
competent jurisdiction, Michigan Employment Relations Commission or other established or to be established
governmental administrative tribunal, such invalidation shall not effect the remaining portions of this Agreement.
Should a provision(s) be declared invalid, the Union and the County may agree on a replacement for the affected

provision(s).

ARTICLE 24

SHIFT PREMIUM

Shift premium shall be paid according to the following provisions and terms:

A.

Work performed between 8:00 p.m. and 8:00 a.m. shall be paid a premium of fifty ($.50) cents per hour.

ARTICLE 25

SICK LEAVE

Participants in the Deferred Retirement Option Plan are not subject to Article 25, Sick Leave, but shall receive
Sick Leave in the manner described in Article 22, Deferred Retirement Option Plan.

Regular full time employees shall accrue a Sick Leave bank at the rate of up to 12 days per year. Sick Leave
shall accumulate only on hours paid.

24



The paid leave provisions in this contract apply only to full time employees working 37.5 hours or mote,
All other employees accrue paid leave time in accordance with Michigan’s paid leave act and that leave
time will be administered according to the acts provisions (PA 338 of 2018 as amended).

For Sick Leave usage only, the unused Sick Leave accumulation maximum that an employee can earn will
be one hundred eighty days (1350 hours).

For accumulated Sick Leave payoff purposes the maximum Sick Leave accumulation will retain its cap of one
hundred twenty-five days (937.5 hours).

An employee may utilize available Sick Leave for absences:

1, Due to personal illness or physical incapacity caused by factors that the employee has no reasonable
immediate control. Personal illness includes a woman's actual physical inability to work as a result
of pregnancy, child birth, or related medical condition.

2. Necessitated by exposure to contagious disease or condition in which the health of others would be
endangered by attendance on duty.

3. Due to iliness of a member of their inmediate family who requires their personal care and attention.
The term "immediate family” as used in this section shall mean parent, current step parent, current
mother-in-law, current father-in-law, current spouse, children, current daughter-in-law, current son-
in-law, current step children, brother, sister, grandparent or grandchildren. It shall also include any
person who is normally a member of the employee’s household.

4, To report to the Veterans' Administration for medical examinations or other purposes relating to
eligibility for disability pension or medical treatment.

Any employee absent for one of the reasons mentioned above shall inform their immediate Supervisor of
such absence as soon as possible and failure to do so within the earliest reascnable time, may be the cause
of denial of Sick Leave with pay for the period of absence.,

When an absence cccurs as defined in this Article, and the Department Head or designee suspects abuse, a
medical certificate may be required.

An employee who is seriously ill for more than three (3) days while on Paid Time Off, may, upon application,
have the duration of such iliness charged against their Sick Leave bank rather than against Paid Time Off.
Notice of such illness must be given immediately. Proof of such illness in the form of a physician's certificate
shall be submitted by the employee.

Sick Leave shall be available for use upon accrual.
Accumulated Sick Leave Payoff (does not apply to employees hired after 1-1-16)

1. The maximum Accumulated Sick Leave available to be paid off is one hundred twenty-five (125)
days (937.5 hours). Any accumulated sick leave above the one hundred twenty-five (125) work
days will be considered excess sick leave.

2. Retirement: A regular employee, as defined in Article 5, Employee Defined, who leaves
employment because of retirement and is eligible for and receives benefits under Macomb County
Employees' Retirement Ordinance, shall be paid for fifty percent (50%) of his/her accumulated and
unused Sick Leave at employee's then current rate of pay.

3. In case of death of a regular employee, as defined in Article 5, Employee Defined, payment of their

accumulated and unused Sick Leave, at deceased employee’s then current rate of pay, shall be
made to the deceased employee’s estateftrust.
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4, Excess sick leave, up to a maximum of 440 hours, will be paid at the time of separation from the
County to either those eligible to recelve benefits under Macomb County Employees’ Retirement
Ordinance or to those who have participated in the DROP. * The cash payment will be made in
the payoff check with normal deductions. This payment will not be included in the Final Average
Calculation (FAC).

1. Sick Leave payoff for employees in the Defined Contribution {401(a) Plan):

Upon separation of employment, an employee shall be compensated for a portion of their unused sick leave
up to one hundred twenty-five (125) work days. The rate of pay will be based on the employee’s hourly
rate at the time of separation. The payoff will be based on a percentage in accordance with the following

schedule:

Continuous years of Full Time Service Percentage Payoff Amount

After 5 years 25% of a maximum of 125 work days
After 10 years 50% of a maximum of 125 work days

The cash payment will be made in the final payoff check with all normal payroll deductions.
ARTICLE 26

SPECIAL CONFERENCES

A.  Special Conferences mutually agreed upon will be arranged between the Union President and the Director,
Human Resources and Labor Relations, or designated representative, for purposes of discussion of important
matters. Such meetings shall be between up to three (3) representatives of the Employer and up to three (3)
representatives of the Union, unless the Parties mutually agree to include additional persons.

B.  Arrangements for such Special Conferences shall be made in advance, in writing, and an agenda of the matters
to be taken up at the meeting shall be presented at the time the conference is requested and agreed upon.
Matters taken up in Special Conferences shall be confined to those included in the Agenda.

C.  The members of the Union shall not lose pay for time spent in such Special Conferences.

ARTICLE 27
STRIKES AND LOCKOUTS PROHIBITED

The Parties hereto recognize that it is essential for the health, safety and public welfare of the County that services

to the public be without interruption and that the right to strike is forbidden by the Statutes of the State of

Michigan. Any employee guilty of engaging in a slowdown, work stoppage, or strike, shall be subject to disciplinary

action up to and including discharge.

The Employer agrees that it shall not lock out its employees.

ARTICLE 28
TEMPORARY ASSIGNMENT

Temporary assignments are made at the discretion of the Employer in order to ensure orderly performance and

continuity of services. A regular employee temporarily assigned to a higher job classification for a period in excess

of five (5) consecutive working days will receive the minimum rate of the higher classification or one increment

added to their current salary, whichever is greater. The employee temporarily assigned must have the current
ability to do the available work and meet the minimum qualifications of the higher classification.
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The employee temporarily assigned shall be eligible for increments until the maximum salary for the temporary
assignment is reached. Payment for such temporary assignment must be authorized in writing by the Department
Head and approved by the Director, Human Resources and Labor Relations before the salary adjustment is made.

The procedure set forth in Article 31, Wage and Increment Schedule, shall be utilized to approve or disapprove
increments pursuant to this provision.

ARTICLE 29
UNIFORM ALLOWANCE

A. Eligible employees shall receive the annual Uniform Allowance of $400 for the reimbursement of uniforms
and equipment purchased in compliance with the Macomb County Health Department Dress Code Policy.

B. In order to be eligible for the annual Uniform Allowance payment employees must have completed a minimum
of 6 months of service in the Medical Examiner Investigator classification.

C. Reimbursement is to be made in compliance with the Macomb County Health Department Uniform
Reimbursement Policy.

ARTICLE 30

UNION BULLETIN BOARDS

A. The Employer will provide bulletin boards in the respective departments and locations, which may be used
by the Union for posting notices of the following topics:

1. Notices of Unien Meetings.
2. Notices of Union Elections and results of said Elections
3. Notices of recreational, educational and social events.

B.  The bulletin board shall not be used by the Union for disseminating propaganda and among other things, shall
not be used by the Union for posting or distributing pamphlets pertaining to political matters.

ARTICLE 31

WAGE AND INCREMENT SCHEDULE

A Bargaining Unit Wage and Increment Schedules are attached in Appendix A of this Agreement.

B. INCREMENTS: After employment commences, an employee will be eligible to receive one (1) normal
wage increment after each thirteen (13) biweekly pay periods of continuous employment until the
employee reaches the maximum of his/her wage range. Such increments are found in Appendix A, All
increments are to be approved or disapproved by the respective Department Head. If the increment has
been disapproved, the employee and the Director, Human Resources and Labor Relations shall be notified
in writing by the Department Head of the reason(s) for such disapproval.

ARTICLE 32
WAGE RATES FOR NEW CLASSIFICATIONS
When a new classification is established by the Macomb County Office of the County Executive that is to be placed

in the bargaining unit, the Employer shall place the new classification in the Wage Schedule that is found in
Appendix A of this Agreement. If the Union does not agree with the Wage Schedule that was assigried by the
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Employer, the Union may submit the assignment of the Wage Schedule to the Grievance Procedure at the Third

Step.

ARTICLE 33

WORKER’'S COMPENSATION

Macomb County will act in accordance with the Workers' Disability Compensation Act of Michigan.

ARTICLE 34

TERMINATION AND MODIFICATION

This Agreement shall continue in full force and effect until December 31, 2025.

If either party wishes to terminate or modify this Agreement, said party shall provide written notice to
the other party to that effect. Said notice shall be made no later than one hundred twenty (120) days
pricr to the termination date in Paragraph A., above. If neither party gives a notice of termination or
modification, or if each party giving notice of termination or modification withdraws said notice prior to
the termination date in Paragraph A., above, this Agreement shall continue in full force and effect from
year to year thereafter, subject to timely notice of termination or modification by either party in
subsequent year(s) of an extended Agreement.

Notice of termination or modification shall be made in writing and shall be sent by Certified Mail. If said
notice is made to the Union, it shall be sent to POAM, 27056 Joy Road, Redford, MI 48239-1949; if said
nctice is made to the County, it shall be sent to the Macomb County Director, Human Resources and
Labor Relations, 6 Floor, 1 South Main Street, Mount Clemens, Michigan, 48043; address changes shall
be made available to the other party, where applicable.

It is agreed and understood that the provisions contained herein shall remain in full force and effect so
long as they are not in violation of applicable Statutes or Ordinances and remain within the jurisdiction of
the County of Macomb.

The foregoing Agreement shall not be construed or utilized in any manner that may impede or prevent
any elected or appointed Macomb County official from fulfilling or carrying out the Statutory or
Constitutional duties of his/her office.
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IN WITNESS WHEREOF, the Employer and its Office of the County Executive, by its Director, Human Resources
and Labor Relations, and representatives of The Technical, Professional Officeworkers Association of Michigan
(TPOAM), on behalf of its represented employees, hereby cause this Agreement and Appendices to be executed.

FOR THE UNION: FOR THE EMPLOYER:

Steven Sellers, Business Agent, POAM Karlyn Semlo%Director
Human Resources and Labor Relations
2

ErieieAcre-President, POAM

Dated: "may{ l‘a; ng
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APPENDIX A Medical Examiner Investigator - Full Time Pay Grade 8 Full Time
Classification, Wage and Increment Schedule Medical Examiner Investigator — Part Time Pay Grade 8 Part Time
_PayGrade | Stepl | Step2 | Step3 | Step4 | Step5 | Step6 | Step7 | Step8 | Step9 | Step10
' S 2023 Professional Technical Administrative (PTA) Pay Grade — Full Time ‘ S
F $48,444.88 | $49,849.78 | $51,295.43 | $52,782.99 | $54,313.70 | $55,888.80 | $57,509.57 | $59,177.35 | $60,893.49 | $62,659.40

T

2024 Professional Technical Administrative (PTA) Pay Grades — Full Time -
F $51,351.57 | $52,840.77 | $54,373.16 | $55,949.97 | $57,572.52 | $59,242.13 | $60,960.14 | $62,727.99 | $64,547.10 | $66,418.96

2025 Professional Technical'Administrative (PTA) Pay Grades — Full Time: | ;
F | $52,892.12 | $54,425.99 | $56,004.35 | $57,628.47 | $59,299.70 | $61,019.39 | $62,788.94 | $64,609.83 | $66,483.51 | $68,411.53

LPerae | Sepd | Shp | Cipo || Stpd | S || S ] Stpy | S0 | Spo | St

2023 Professional Technical Administrative (PTA) Pay Grades - Part Time (hourly)

F $24.84353 | $25.56399 | $26.30535 | $27.06820 | $27.85318 | $28.66092 | $29.49209 | $30.34736 | $31.22743 “ $32.13303

2024 Professional Technical Administrative (PTA) Pay Grades - Part Time (hourly) ,

F $25.58884 | $26.33091 | $27.09451 | $27.88025 | $28.68878 | $29.52075 | $30.37685 | $31.25778 | $32.16425 $33.09702

‘2025 Professional Technical: Administrative (PTA) Pay Grades - Part Time (hourly) - o

F | $26.35651 | $27.12084 | $27.90735 | $28.71666 | $29.54944 | $30.40637 | $31.28816 | $32.19551 | $33.12918 | $34.08993

Appendix A — Classification, Wage and Increment Schedule
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Active Employee Benefits
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BCN HMO Active Employees

As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and
distribution. BCN does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs. This
SBC template document is being provided as an example that may contain useful information concerning your BCN administered coverage as you create your own
group health plan’s SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with your legal
counsel fo ensure proper compliance with the federal SBC rules. This SBC template document does ot constitute legal, tax, actuarial, accounting, benefit design,
compliance or other advice. BCN disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations relating to
creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable fo your specific group
health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA), health

reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or coverage not
administered by BCN, or whether the coverage provides minimum essential coverage.



CLSSLG
Macomb Co Employees - Hard Cap-Active/COBRA

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Em HMO Active Employees

Coverage for: All Pian Types Plan Type: TPA

£\

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bcbsm.com or call 800-662-6667 .

For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the

Important Questions

Glossary. You can view the Glossary at hitps://www.healthcare.gov/sbc-glossary or call 800-862-6667 to request a copy.

What is the overall deductible?

Answers: Member / Family

$0

iWhy This Matters:

See the Common Medical Events chart below for your costs for services this plan covers.

Are there services covered
before you meet your deductible?

You will have to meet the deductible before the plan pays for any services.

for this plan?

i N
ggzégl:acrt;:rt&i;__g;ductibles for o You don't have to meet deductibles for specific services.
" o ) The 6ut-of-p-bé}_(9t limiit s the most i(ou could péy in a year for covered sefvices. If you have
o - ] = 1] y N ] 2 .
What is the out-of-pocket limit $6,350/$12,700 other family members-in this plan, they have to meet their own out-of-pocket limits until the

overall family out-of-pocket limit has been met.

What is not included in the out—
of-pocket limit?

Premiums, balance billed charges and
health care this plan does not cover

The out-of-pocket limit is the most you could pay in a year for covered services. if you have
other family members in this plan, they have o meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

Will you pay less if you use a
network provider?

Yes. See www.bcbsm.com or call the
phone number on the back of your ID
card for a list of network providers.
800-662-6667 for a list of network
providers,

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive a
bill from a provider for the difference between the provider's charge and what your plan pays -

|(baiance billing). Be aware, your network provider might use an out-of-network provider for

some services (such as lab work). Check with your provider before you get services,

Do you need a referral to see a
specialist?

Yes

This plan will pay some or all of the costs to see a specialist for covered services but only if
you have a referral before you see the specialist.




BCN HMO Active Employees

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

© Out-of-Network
Provider
{You will pay the most)

Limitations, Exceptions, & Other Important
Information

Primary care visit fo treat an injury or illness |$20 copay/visit Not covered $20 copay for online visits.
Requires referral. No charge for allergy
injections, allergy office visit and testing /30
|Specialist visit $30 copay/visit Not covered combined visits for spinal manipulations
If you visit a health care performed by a chiropractor or osteopathic
provider’s office or clinic physician
You may have to pay for services that aren't
Preventive care/screening/immunization No charge Not covered preventive. Ask your DIOVIGeT fovider if the services
you need are preventive. Then check what
your plan will pay for.
. . May require preauthorization / No charge for
: Diagnostic test (x-ray, blood work No charge Not covered .
If you have a test (xray ) J lab services
Imaging (CT/PET scans, MRls) No charge Not covered Requires preauthorization
Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select
If you need drugs to treat{:., 5 _ drugs.
your illness or condition Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsurance for sexual dysfunction drugs.
More information about Effective 1/1/2013 Tier 1 contraceptives are
prescription drug Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered covered in full

coverage is available at

90 day mail order and retail copays are 2x the
standard retail copays.

www.bcbsm.corhi/custorndt
uglist

Specialty drugs

Tiered copays listed above
apply

Not covered

Limited to a 30 day supply

If you have outpatient
surgery

May require preauthorization/50% coinsurance

Facility fee (e.g., ambulatory surgery center) |No charge Not covered for TMJ, orthognathic surgery, reduction
mammoplasty, male mastectomy
Physician/surgeon fees No charge {Not covered See "Outpatient surgery facility fee”




BCN HMO Active Employees
What You Will Pay

Qut-of-Network
Provider

| Limitations, Exceptions, & Other Important
Information

Common

Services You May Need

‘Medical Event Network Provider

| (You will pay the Igast) (You W"' S—
Emergency room carg $100 copay/visit $100 copay/visit Copay waived if admitted
If you need immediate . . Non-emergent transport is covered when
medical attention Emergency medical transportation No charge No charge oreauthorized
Urgent care $30 copay/visit $30 copay/visit None
Preauthorization is required. 50% coinsurance
If you have a hospital  [Facility fee (e.g., hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
stay ' mammoplasty, male mastectomy
Physician/surgeon fee No charge Not covered See "Hospital Stay surgery facility fee"
If you need mental Outpatient services No Charge Not covered Preauthorization is required
health, behavioral health,
or substance use {Inpatient services No Charge Not covered Preauthorization is required
disorder services
. Postnatal and non-routine prenatal office
Office visits No charge Not covered Visits-320 copa
Ifyou are pregnant Childbirth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered None
{Home health care $30 copayjvisit Not covered ?;?;Zﬁs preauthorization. Custodial care ot
Requires preauthorization/ One period of
tréatment for any combination of therapies
Rehabilitation services $30 copayvisit Not covered within 60 consecutive days per medical
‘ episode. Subject to meaningful improvement
]f you need help = within 60 days.
recovering or have other ABA - $20 copay per visit. PT/OT/ST for autism s i
. _ I . -t pectrum disorder has
special health needs Habilitation services I‘ﬁ(} (:?‘?IDS?TM per visit for Not covered unlimited visits. Requires preauthorization,
|Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
Requires preauthorization and must be
. , obtained from a BCN supplier. Convenience
Durable medical equipment No charge Not covered and comfort items not covered. Diabstic
supplies covered in full




BCN HMO Active Employees

| What You Wil Pay |'
. e —|

Limitations, Exceptions, & Other Important

Common 'Services You May Need . Out-of-Network Information

Medicai Event Network Provider .
. Provider
l {(You will pay the least) (You will pay the most)

. Lo ‘ Inpatient care requires preauthorization.
Hosoice services No ch?rge |Not covered Housekeeping and custodial care not covered.
Children’s eye exam Not covered Not covered Contact benefit administrator for coverage.
ityour child needs 17, 0o Not covered Not covered Contact benefit administrator f
dental or eye care ildren’s glasses ot covere ot covere ontact benefit administrator for coverage.
Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage.




BCN HMO Active Employees

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

o Acupuncture (if prescribed for rehabilitation s long-term care » Routine eye care (Adult)
purposes) » Non-emergency care when traveling outside the e Routine foot care

» Cosmetic surgery U.S. o Weight loss programs

o Dental Care (Adult) * Private-duty nursing

s FElective Abortion

Other Covered Sefvices (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Bariatric surgery e Infertility treatment
» Chiropractic care o Hearing Aid

Macomb County Blue Care Network Plans generally requires/allows the designation of a primary care provider. You have the right to designate any primary care provider who
participates in our network and who is available to accept you or your family members. Until you make this designation, Blue Care Network Plan designates one for you. For
information on how to select a primary care provider, and for a list of the participating primary care providers, contact the Macomb County at (586) 469-5280.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from Blue Care Network or from any other person (including a primary care provider) in order to obtain access to obstetrical or gynecological
care from a health care professional in our network who specializes in obstetrics or gynecology. The health care professional, however, may be required to comply with certain
procedures, including obtaining prior authorization for certain services, following a pre-approved treatment plan, or procedures for making referrals. For a list of participating
health care professionals who specialize in obstetrics or gynecology, contact the Macomb County HRLR Department at (586) 469-5280.



BCN HMO Active Employees

Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: U.S. Department of Labor, Employee
Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform., or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal or a
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC G248,
P.0. Box 284,Southfield, MI 48086 or fax. 1-866-522-7345. For state of Michigan assistance contact the Department of Insurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W. Allegan Street, 7t Floor, P. O. Box 30220, Lansing, MI 48909-7720, http:/www.michigan.qovidifs; call 1-877-999-6442 or fax; 517-284-
8838. :

For Department of Labor assistance contact the Employee Benefits Security Administration at 1-866-444- EBSA (3272) or www.dol.gov/ebsa/healthreform

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP), Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, M| 48909-7720, http:/fwww.michigan.govidifs or difs-HICAP@michigan.gov

Does this Plan Provide Minimum Essential Coverage? Yes
i you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this Plan Meet the Minimum Value Standard? Yes

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. (IMPORTANT: Blue
Care Network of Michigan is assuming that your coverage provides for all Essential Health Benefits (EHB) categories as defined by the State of Michigan. The minimum
value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage for specific EHB
categories, for example, prescription drugs, through another carrier.)

Translation available
To get help reading in your language call the customer service number on the back of your ID card
[0 see excansples of how this plan might cover costs for a sarmple medical sitnation, see the next page.




About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical-care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors, Focus on the cost sharing amounts (deductibles,
copayments and coinsurance} and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

-- health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care
and a hospital delivery)

m The plan’s overall deductible $0
M Specialist copayment $30
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (uffrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of
a well-controlled condition)

W The plan’s overall deductible $0
W Specialist copayment $30
W Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durabie medical equipment (glucose meter)

| Total Example Cost | $12,700 | | Total Example Cost | $7.400 ]
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0
Copayments $70 Copayments $800
Coinsurance $0 Coinsurance $0
What isn’t covered B What isn't covered
Limits or exclusions $60 Limits or exclusions $60
| The total Peg would pay is 130} | The total Joe would pay is $860 |

Mia's Simple Fracture

(in-network emergency room visit and
follow up care)

M The plan’s overall deductible $0
W Specialist copayment $30
W Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic tests (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

| Total Example Cost | $1,900]
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $0
~ What isn't covered
Limits or exclusions $0
[ The total Mia would pay is - $200 |
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

Wae speak your language

If you, or someone you're helping, néeds assistance, you
have the right to get help and information in your
language at no cost. To talk to-an Interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 If you are not dlready-a member.

Si usted, o alguien a qulen usted estd‘ayudando, necesita
asistencia, tiene derecho a obtener:ayuda e informacidn
en su idioma sin costo alguno.-Para hablar con.un
intérprete, llame a] nimero teiefénico de Servicia al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-25R3, TTY: 711 si usted todavia no.esun
miembro.
Aol saetididata el AT et s gl ong 1
ASS T 50 BTy 5 g purall il glaall ygscbosal e 1 gunnalh
el 16 5% €5 1Y (B77-449-2583 TTY: 711 S0
MRE XBBEEDHMMOESR, FEIRE, EFEFH
SELUENBIESHEMNAR. Eah—umER.
ERESHFEONETFRERE - NREETRGR
. EEIRBIE 877-469-2583, TTY: 711,
seeBidjen . a¥e poam + | ahaigudia reld_Ad 3 oi oAby
reBauaaho Rl o odulnm rhand o gnalhie | ahuid
di L Sto o 4Hon a0 mis ieniedd iy v L faeisls
¢ ~ondahea 26 M odiyrda rdien o\l
&35 ookl o | 877-469-2583TTY:711
NéEu quy vi, hay ngudi ma guy vj dang giap d8, dan trg
BiUp, quy vi s& cé quyén duroc gilip va o6 thém théng tin
barig'ngdn nglt elia minh mién phi, BE néi chuyén véi mat
théng dich vién, xir: goi s6.Dich viy Khdch h3ng & mat sau
thé cda-quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chua phdi 1d mét thanh vién,
Nése ju, ose-dikush qé pa ndihmoni, ka nevojé par
asistence, keni té drejté t& mermi ndihmé dhe informacion
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit t& Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk Jeni
ende n)& anétar.

ohok AUGHE = S S§3 Y= A0 =0
ﬂ'earua. ?I S S8 A2 E A6ie )2 HIE
PE R0 HE 5= HED YUSLICH BYHAIS
I:Hsko}am :r"lol'—l FtE o] 2le DM AH| A
Bis2 FEL, 010 10l ok B
B77-469-2583, TTY: 7112 HEIGI AN 2.

i SPTIE, 7R NRRS SRR 7T FRAT, ST
TIRATE AP AT T | (AT AT (ST TR
YN 0O, AT FRET (T (MaT] TRF NI T9E"
P FF qI877-469-2583, TTY: 711 %3 REOFIEy S
Y AT AT

Jeili Ty lub osoba, ktdrej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatne] informacj! | pomocy
we wlasnym Jezyku. Aby porozmawlaé z ttumaczem;,
zadzwoii pod numer dzfatu abstugi klienta, wskazanym na
odwrocie Twoje] karty lub pod numer.877-469-2583,

TTY: 711, jeteli jeszcze nie masz czionkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstiitzung
bentitigt, haben STe das Recht, kosteniose Hilfe und
Informationen in lhrer Sprache zu erhalten. Um mit-einem
Dalmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Rickselte lhrer Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

Se tu o-qualcuno che stal aiutando avete bisogno di
assistenza, hai il diritto.dl ottenere aluto e informazfon!
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numerao
indicato su! retro della tua scheda o'chiama il
877-469-2583, TTY: 711.se non sel ancora membro.

SR, FEREEFROSGOBY OFTHEBELHLE
LERBATIHMEMSENELEE, CHREOBRE
THHR— &2
TEEYS. MBI FEEA; BIREBESh 1B
FRB/HLOD - FORMBRERHZET—H
—EAOBEES (A 2 i—TLHWER

877-469-2583, TTY: TINFE CHTEEEC 12 & Ly,

Ecam BaM aiis DENY, KOTOPOMY BEI IOMOT2ETe, HY-EHI
TIOMOITE, TO BE! HMEETE [IPARo H GECIITATHOE IOy IeHHE
TOMOTIE K HH(OOPMAINI HA BAmeM S3EIEe. JIa paroeopa
€ TIepPeBONIHKOM TIOIBOHHTE NO HOMEpY TelehoHR 0TaeNTa
oécx)mam KIIHEHIOB, YEAIUDIOMY Ha obpaTHol
CTOpOHE BAMeH EAPTEL IWiH II0. HOMEPY

:B77-469-2583, TTY: 711, ec/n y Bac HeT TICHCTBA.

=Y, FMEAF LI2YTH &N

Lkolike Vama ili nekome kome Vi pomagete treba pomod,
imate pravo'da besplatno dobiJete pomoé i informacije na
svom jeziku. Da biste razgovarali sa prevodiccem, pozovite
bro} korisnike sluZbe.sa zadnje strane kartice ill
877-469-2583, TTY: 711 ako ved niste clan.

Kung tkaw, o:ang iyeng tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasycn sa’lyong wika ng walang gastos. Upang
makausap ang Isang tagasalin, turnawag sa numero ng
Customer Service sa likod ng-iyong tarheta,

¢ 877-469-2583, TTY: 711 kung ikaw ay hind! pa isang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with.Federal civil rights laws and do'not
discriminate on the basis of race,.color, national origin,
age, disabllity, or sex, Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxillary aids-and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
tnterpretérs and information in other formats. If you nead
these services, call the Customer Service number on the

back of your card, or 877-469-2583, TTY: 711 if you arenot

already a member. If you believe that:Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated In another way on the
basis of race, color, national origin, age, disability, or sex,
you can fite a grievance in person, by mail, fax, or email
with: Office.of Civil Rights Coordinator,
€00 E. Lafayette Blvd., MC 1302, Detroit, Ml 48226,
phone:888-605-6461, TTY: 711, fax: 866-559-0578,
email: CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator Is available
to help you.
You canalso file a civil rights complaint with the U.s.
Department of Health & Human Services Office for Civil
Rights. electronically-through the Office for Civil Rights
Complaint Portal available at
hitps://ocrportal.fihs.gov/ocr/portal/iobby.jsf, or by mail,
phone, or emali at; U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, emall:
OCRComplaint@hhs.gov. Compiaint forms.are avallable at

htip:/fwww.hhs.aov/ocr/office/file/index, htm.
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As a self-funded group, you are solely responsible for compliance with the federal Summiary of Benefit and Coverage (SBC) rules, including SBC creation and
distribution. BCBSM does not assume any responsibility for SBC rule compliance relating to your group health ptan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an example that may contain useful information concerning your BCBSM administered coverage as you create
your own group health plan’s SBC. This SBC temptate document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with
your legal counse] to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, compliance or other advice. BCBSM disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and-regulations
relafing fo creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or
coverage not administered by BCBSM, or whether the coverage provides minimum essential coverage. If you have an ASC Plan Medification, it may be defined here

in only a limited way. .



ik

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary, For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.Bcbsm.com or calf the number on the back
of your BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined

ry at https:/iwww.healthcare.gov/sbe-glossary or call the number on the back of your BCBSM ID card to request a copy.

terms see the

Important Questiors

What is the overall deductible?

Answers
In-Network Out-of-Netvyork

$3,000 Individual/
$6,000 Family

$1,500 Individual/
$3,000 Family

Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services covered before
you meet your deductible?

Yes. Preventive care services are covered
before you meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible amount,
But a copayment or coinsurance may apply. For-example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at hitps://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles for
specific services?

No.

You don’t have to meet deductibles for specific services.

What is the out-of-pocket limit for
this plan?

(May include a coinsurance
maximum)

$6,350 Individual/
$12,700 Family

$12,700 Individual/
$25,400 Family

The out-of-pocket iimit is the most you could pay in a year for covered services, If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in the out-of-
pocket limit?

Premiums, balance-billing charges, any

pharmacy penalty and health care this
plan doesn't cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

Will you pay less if you use a
network provider?

Yes. See www.bchsm.com or call the
number on the back of your BCBSM 1D
card for a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive a
bill from a provider for the difference between the provider's charge and what your plan pays
(balance billing). Be aware, your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
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Common Medical Event

If you visit a health care
provider's office or clinic

Services You May Need

What You Will Pay

In-Network Provider
~ (You will pay the least)

Out-of-Network Provider
(You will pay'the most)

Limitations, Exceptions, & Otherimportant
Information

Prlrlngry carel: visit to treat ($40 colgay/ofﬂce visit; 40% coinsurance None
an injury or illness deductible does not apply -
|Specialist visit gigsﬁgﬁf deductibie 40% coinsurance None

Preventive care/

screening/
immunization

No Charge; deductible does
not apply

Not covered

You may have to pay for services that aren't
preventive. Ask your provider if the services
needed are preventive. Then check what your plan
will pay for.

Diagnostic test (x-ray,

If you need drugs fo treat
your illness or condition
More information about
prescription drug coverage

deductible does not apply

apply

_Is available at _
www,bcbsm.com/druglists

Preferred brand-name
drugs

$35 copay/prescription for
retail 30-day supply; $70
copay/prescription for retail or
mail order 90-day supply;

|deductible does not apply

In-Network copay plus an
additional 25% of the approved
amount; deductible does not

apply

blood work) 20% coinsurance 40% coinsurance None
Ityou have a test Imaging (CT/PET scans
MRIs) ' 120% coinsurance 40% coinsurance May require preauthorization
$7 copay/prescription for retail
Generic or select 30-day suf)ply; $F1)4 la[::l-ld\ligg;:r(zg—g/% tﬂgzsg roved
prescribed over-the- M/prescription for retail or amount: deductible does not
counter drugs mail order 90-day supply; [

Preauthorization, step therapy and quantity limits

Nonpreferred brand-name
drugs

$70 copay/prescription for
retail 30-day supply; $140
copay/prescription for retail or
mail order 90-day supply;

In-Network copay plus an
additional 25% of the approved
amount; deductible does not

apply

may apply to select drugs. Preventive drugs
covered in full. 90-day supply not covered out of
network. Select diabetic supplies and devices may
be covered under the prescription drug program.

If you have outpatient
surgery

deductible does not apply
Facility fee (e.g.,
ambulatory surgery 20% coinsurance 40% coinsurance None
center)
Physician/surgeon fees  |20% coinsurance 40% coinsurance None

If you need immediate
medical attention

Emergency room care

$250 copay/visit: deductible
does not apply

$250 copay/visit: deductible does
not apply

Copay waived if admitted or for an accidental

injury.
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Emergency medical

|transportation

20% coinsurance

20% coinsurance

Mileage limits apply

Urgent care

$40 copayvisit; deductible
does not apply

40% coinsurance

{None

If you have a hospital stay

Facility fee (e.g., hospital

room)

20% coinsurance

40% coinsurance

Preauthorization is required

Physician/surgeon fee

20% coinsurance

40% coinsurance

None

If you need behavioral

20% coinsurance for mental

Your cost share may be different for services

health services (mental Qutpatient services 20% coinsurance health; 40% coinsurance for erformed in an office setting
health and substance use . substance use disorder P -
disorder) |Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.
. ) Maternity care may include tests and services
' s;Z:ii?gieNgoggirgteé I Prenatal; 40% coinsurance described elsewhere In the SBC (i.e. ultrasound)
|Office visits Postnatal- No Chargel')p y Postnatél' 40% colnsurance and depending on the type of services cost share
de ductiblé does not aE)pIy ' _— may apply. Cost sharing does not apply for

If you are pregnant

preventive services.

| Childbirth/delivery
|professional services

20% coinsurance

40% coinsurance

None

Childbirth/delivery facility
services

20% coinsurance

40% coinsurance

None’

If you .need help recovering
or have other special health
needs

Home health care

20% coinsurance

20% coinsurance

Physician certification required.

Rehabilitation services

20% coinsurance

40% coinsurance

Physical, Speech and Occupational Therapy is
limited o a combined maximum of 60 visits per
member, per calendar year.

Habilitation services

Not covered for Applied
Behavior Analysis; Not

covered for Physical, Speech

and Occupational Therapy

Not covered for Applied Behavior
Analysis; Not covered for '
Physical, Speech and
Occupational Therapy

Nene

(Skilled nursing care

20% coinsurance

20% coinsurance

Preauthorization is required. Limited to 120 days

per member per calendar year

Durable medical

120% coinsurance

20% coinsurance

Excludes bath, exercise and deluxe equipment
and comfort and convenience items. Prescription

not apply

apply

equipment required.
|Hospice services No Charge; deductible does  (No Gharge; deductible does not Physician certification reguired. Visit limits apply.

If your child needs dental or

Childref’s eye exam

Not covered

Not covered

None

4 0of 9




eye care
|For more information on
pediatric vision or dental,
contact your plan
administrator

Children’s glasses

Not covered

Not covered

None

{up

Children’s dental check-

INot covered

Not covered

None
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‘Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) .

¢ Acupuncture treatment o [nfertility treatment e Routine foot care
o Cosmetic surgery e Long ferm care » Weight loss programs
¢ Dental care (Adult) ¢ Routine eye caré (Adult)

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

o Bariatric surgery o Coverage provided outside the United States. « Non-emergency care when traveling outside the U.S

o Chiropractic care Ses http:/iprovider.bcbs.com ¢ Private-duty nursing

o Hearing aids
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.qov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield®of Michigan by calling the number on the back of your BCBSM D card.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, MI 48903-7720 or http://iwww.michigan.gov/difs or difs-HICAP@michigan.gov

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit,

Does this plan meet Minimum Value Standards? Yes

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of
Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

To see examples of how this pfan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

. This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
¢ depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
,  copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

-~ health plans. Please note these coverage examples are based on self-only coverage..

Peg is Having a Baby

(9 months of in-network pre-natal care
and a hospital delivery)

H The plan’s overall deductible $1,500
W Specialist copayment $40
W Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests {uffrasounds and biood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of
a well-controlled condition)

B The plan’s overall deductible $1,500
W Specialist copayment $40
W Hospital (facility) coinsurance 20%
W Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture
(in-network emergency room visit and
follow up care)

K The plan’s overall deductible $1,500
B Specialist copayment $40
W Hospital (facility) coinsurance 20%
W Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care {including medical
supplies)

Diagnostic tests (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

| Total Example Cost | $12,700 | [ Total Example Cost | $5,600 ] | Total Example Cost | $2,8001
In this example, Peg would pay: [n this example, Joe would pay: In this example, Mia would pay:
Cost Sharing . Cost Sharing o . Cost Sharing
Deductibles $1,500 Deductibles $900 Deductibles $1,500
Copayments $10 Copayments $800 Copayments $90
Coinsyrance $1,700 Coinsurance %0 Coinsurance | $70
What isn't covered L .  Whatisn't covered o . _ What isnt covered
Limits or exclusions | B $60 Limits or exclusions 7 | $2(_) Limits or exclus_ions ‘ ‘ _ _'$0 _
| The total Peg would pay is  $3,270 | | The total Joe would pay is $1,720 | | The total Mia would pay is $1,660 |
If you are also covered by an account-type plan such as an integrated health flexible spending arrangement (FSA), health reimbursement arrangement
(HRA), and/or a health savings account (HSA), then you may have access to additional funds to help cover certain out-of-pocket expenses - like the
deductible, copayments, or coinsurance, or benefits not otherwise covered.
Questions: Call or visit us at www.bcbsm.com. If you aten’t clear about any of the undetlined terms used in this form, see the Glossary.
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language
if you, or someone you'ré helping, néeds assistance, you
have the right to get help and information in your '
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
B77-469-2583, TTY: 711 if you are not already a member.
Si usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su idioma sin costo alguno. Para hablar con un
[intérprete, fame al ndimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es.un
miembro.
u.-..hd,\_.s factad Aatngamel aY pags gl L..ulguSl;\
1.':]5:4.11 Ozl 4y 5l uL.,Lal14a.sL-Jl ‘515-(_]_,‘_:;“
Shadiislly gt Ao s_,;,.il 2kanli Ak o8 5 ol o ) sl
ety 18 4550 085 11 (877-449-2583 TTY:711 &S0
S, BHASEEBRNEE. %Emﬁ;’]. EREH
RRNEHBEFJIINBIIRR. E58—HEA,
RSN RS ENES RS RS ﬁﬂ%f&iﬂ‘FE@é
. EHIRTEEE 877469-2583, TTY: 7il,
+RiiG L ah ponm s | Shaiqedn 1B A8 A0 g te ohud | ¢
rehaulancho R o ohalois hand o daoiiure o shuid
A -gin rﬂm\ﬁ\:ﬂwp&.r{é\m’mﬂ rbm}v LTy mm:l:
‘g.‘_naan&@:n.’_.‘.u.!:_.rﬁ._ﬂ(:rﬁing uﬂ.llé\
i o ohal weeh e 877-449-2583 TTY:711
Néu quy vi, hay ngudi ma quy vi dang gidip dé,.can-tro
Eilp, quy vi s& cé quyn dwgc gidp va c6 thém théng tin
bang ngdn ngu‘ cda minh mién phi. Bé néi:chuyén val mat
théng: dich vién, xin.goi s6 Dich vu Khach hangd métsau
thé ctia quy.vi, hodic 877-469-2583, TTY: 711 néu quy vj
chva phiija mat thanh vién,
Néseju, ase dikush qé& po ndihmoni, ka nevojé pér
asistencé, keni té& drejté t& mermi ndihmé dhe informacion
falas né gjuhén tua_| P&r té folur me njé perkthyes,
telefononinumrin e Shérbimit t& Klientit né anén e pasme
té kartas tuaj; ose 877-469-2583, TTY: 711 nésenuk jeni
ende njé anétar.

ool 5l T AE0F B0 U= ARO[ XR0)
Eositie, Aole SN F28 Astel A2 HS
] ofol %*2 %4 Ql= A2 YSLICE SAAME
CHSBId ™ Fote) Ste SIHH U= 128 HJHi~
HSZ &35kt 0/0| 3{K0| of F=
8774692583, TTY: 7112 H3I5t& A2,

Yy S, 91 S AREY FEE A8 FIE], J=S
AR T, BT M S [RERED SRAT 8 B
OV AP AFFEE AEE | @A AT (TeMIT T
Y] TS, AT FRGH CTRlE (W3] 5 TEHO] AqH
] 2P 41 877-469-2583, TTY:. 711 Jfv B RIAT Spifer
Sy A T A

Jesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,

rmasz prawo do uzyskania bezptatne] infarmacji-i pomocy
we wlasnym jezyku. Aby porozmawiac z ttumaczem;
zadzwon pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie.masz cztonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstitzung
benstigt, haben Sle das Recht, kostenlose Hilfe und
Informationen in Ihrer Sprache zu érhalten. Um mit.einem
Dolmetscher-zu sprechen, rufen Sie bitte die-Numimer des
Kundendienstes auf der Rickseite lhrer Karte an oder
877-465-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu o qualcune che stal aiutando avete bisogno di
assistenza, haij il diritto di ottenere aiuto e informazioni
nella tua lingua pratuitamente. Per.parlare con un
Interprete, rivolgiti al Servizio Assistenza:al numero
indicato sl retro della tua schieda o chiamail

‘877-269-2583, TTY: 711 se non sei ancora membro.

CERAE, FREEEROBORYOATXIEEZLE
EERDIATTHEANRIZIZVELES, THEDOEE
TYHR—FERTEY, FREAFLIEYTIOEN
TEET, HERIANY FEA, BREBIEThSE
BRBFLOI—FOBE@M BRI hhAET—H
—EROBBEES (X L1—ThLVAR

877-469-2583, TTY: TIN FTHEHE &Ly,

Ecam san BITH IEIY; KOTOPOMY BEI TIOMOT2€Te, By&AHA
IIOMOTIE, TO BE HMEETe MPABO Ha GecIIaTHoe DoMyHenHe:
TIOMOOM H HHOOPMAIIH Ha BamteM sf3sike. Jng pasroBopa
¢ népeBONMHKOM M03BOHHTE o HOMepy TesiehoHa OTIEIA
obcayAMBIHEY KIHEHTOR, YEA3AHEOMY. HA o6gamoii

CTOpoHe Bameil KapTH, i 0O HOMEPY
877-469-2583, TTY: 711, ecxm y Bac Her 1neHCTRA,

Ukoliko Vama ili nekome kome Vi pomaZete treba pomoc,
imate pravo da besplatno dobifete'pomoc [ informacije na
svom Jeziku, Da blste razgovarali sa prevodiotem, pozovite
broj karisnicke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako veé niste &lan.

Kung lkaw, 0 ang iyeng tinutulungan, ay nangangailangan
ng talong, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang,
makausap ang Isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng Iyong tarheta,

0 877-469-2583, TTY: 711 kung ikaw ay hindi pa Isang
miyembro.

Important disclosure

Blue'Cross Blue Shield of Michigan‘and Blue Care Network:
comply with Federal civil rights faws and do:not
discriminate onrthe basis of race, color, natianal origin,
age, disability, or sex. Biue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary alds-and
services to people with disabilities to communicate
effectively with us, such as qualified sign language.
interpreters and.information In.other formats. If you need
these setvices, call the Customer Service number on the
back-of your card, or 877-469:2583, TTY: 711 if you are not
already a member. {f you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a prievance in persen, by mail, fax, or email
with: Office of Civil Rights Coordinator,

600 E. Lafayette Bhvd., MC 1362, Detroit, M| 48226,
phione: 888-605-6461, TTY: 711, fax: 866-559-0578,

email: CivilRights@bcbsm.com, If you need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you.

You can also file a civil rights complaint with the 1.5,
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at.
littps://ocrporial.hiis.gov/ocr/portal/lobby.jsf, or by i,
phong, or email at: U.S. Department of Health & Human
Services, 200 independence Ave; 5.W., Washington, D.C.
20201, phone: 800-368-1019, TI'D:‘800-537-7697, email:
OCRComplaint@hhs.gov, Complaint forms are available at
hittp://www.hhs.gov/ocr/office/file/index.html,

Questions: Call or visit us at www.bcbsm.com, If you aten’t clear about any of the undetlined terms used in this form, see the Glossary.
to request a copy.
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Blue Cross Blue Shield

Simply Blue PPO HSA ASC with Rx

(High Deductible Health Plan)




As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and
distribution. BCBSM does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an example that may contain useful information concerning your BCBSM administered coverage as you create
your own group health plan’s SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with
your legal counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, compliance or other advice. BCBSM disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations
relating to creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or

coverage not administered by BCBSM, or whether the coverage provides minimum essential coverage. If you have an ASC Plan Modification, it may be defined here
in only a fimited way.



MACOMB COUNTY EMPLOYEES

Simply Blue PPO HSASM ASC with Rx
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Note to ASC groups: Before completing this template, please
reference the disclaimer on the attached cover page.

‘ Coverage for: Individual/Family | Plan Type: PPO

A

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services, NOTE: Information about the cost of this plan (called the premium) will be: prowded separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bchsm.com or call the number on the back

of your BCBSM ID card. For general definitions of common terms, such as allowed amount, balance billing,
terms see the Glossary. You can view the Glossary at. 'ttQS'/!www healthcare.gov/sbc-alossary or call the number on-the back of your BCBSM ID card to request a copy.

) Answers '
l In-Network Out- f-Network |

Important Questions

What is the averall deductible?

coinsurance, copayment, deductible, provider, or other uriderlined

$2,000 Individual/
$4,000 Family

$4.,000 Individual/
$8,000 Family

Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the policy, the overall family
dedugtible must be met before the plan begins to pay.

Are there services covered before
you meet your deductible?

Yes. Preventive care services are covered
before you meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible amount,
But a copayment.or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and befofe you meet your deductible. See a fist of covered

preventive services at hitps:/iwww.healthcare.govicoverage/preventive-care-benefits/,

Are there other deductibles for
specific services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket limit for
this plan?

{(May include a coinsurance
maximum)

$3,000 Individual/
$6,000 Family

$6,000 Individual/
$12,000 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, the overall family out-of-pocket limit must be met.

What is not included in the out.of-
pocket limit?

Premiums, balance-bifling charges, any

pharmacy penalty and health care this
plan doesn't cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you use a
network provider?

|number on the back of your BCBSM ID
lcard for a list of network providers.

Yes. See www.bcbsm.com or call the

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might receive a
bill from a provider for the difference between the provider’s charge and what your plan pays
(balance billing). Be aware, your network provider might use .an out-of-network provider for

{some services (such as lab work). Check with your provider before you get setvices.

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0047

SBC000006195971 20f
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Common Medical Event

Services You May Need

|Primary care or Online

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network Provider
{You will pay the most}

Liimitations, Exceptions, & Other Important
Information

visit to treat an injury or  |No Charge 20% coinsurance None
iliness

If you visit a health care  |Specialist visit No Charge 20% coinsurance None

provider’s office or clinic Preventive care/ You may have to pay for services that aren't
" preventive, Ask your provider if the services you
m’flon No Charge Not covered need are preventive. Then check what your plan

will pay for.

afogﬁﬁ()mt (xray, No Charge 20% coinsurance None

If you have a test \maging (CTIPET ‘
[;Eg')ng ( Seans, Ing Charge 20% coinsurance May require preauthorization

If you need drugs fo treat
your illness or condition
Moré information about
prescription drug coverage

Generic or select

{prescribed over-the-
|counter drugs

$10 copay/prescription for
retail 30-day supply; $20
copay/prescription for retail or
mail order 90-day supply

In-Network copay plus an
additional 20% coinsurance of
the approved amount

is available at
www.bcbsm.com/druglists

Preferred brand-name
drugs

$40 copay/prescription for
retail 30-day supply; $80
copay/prescription for retail or
mail order 90-day supply

In-Network copay plus an

amount

Preauthorization, step therapy and quantity limits

[Non preferred brand-
[name drugs

$80 copay/prescription for
retail 30-day supply; $160
copay/prescription for retail or
mail order 90-day supply

In-Network copay plus an
additional 20% of the approved
amount

additional 20% of the approved may apply to select drugs. Preventive drugs

covered in full. 90-day supply not covered out of
network.

Facility fee (e.q.,

If you have outpatient ambulatory surgery No Charge 20% coinsurance None
surgery center)

|Physician/surgeon fees  [No Charge 20% coinsurance None

Emergency room care  |No Charge No Charge [None
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Common Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network Provider
{You will pay the most)

Limitations, Exceptions, & Other Important
Information

|Emergency medical

If you need immediate ransoortation No Charge No Charge Mileage limits apply
medical attention X

Urgent care No Charge 20% coinsurance None

) Facilty fee (e.g., hospital No Charge 20% coinsurance Preauthorization is required

If you have a hospital stay [/00M)

Physician/surgeonfee  |No Charge 20% coinsurance None
If you need mental health, |Outpatient services No Charge No Charge None
behavioral health, or
substance use disorder  ||npatient services No Charge 20% coinsurance Preauthorization is required.
services

, _ Maternity care may include services described
- P enat_a]. No Charge; Prenatal: 20% coinsurance elsewhere in the SBC (i.e. tests) and cost share
Office vistts deductible does not apply

If you are pregnant

Postnatal: No Charge

Postnatal: 20% coinsurance

may apply. Cost sharing does not apply to certain
maternity services considered to be preventive.

Childbirth/delivery

of
professional services No Charge 20% coinsurance None
‘Ch'k.jb irth/delivery facilty No Charge 20% coinsurance None
services R
Home health care No Charge No Charge Preauthorization is required.
Physical, Speech and Occupational Therapy is
Rehabilitation services  |No Charge 20% coinsurance limited to a combined maximum of 30 visits per
member, per calendar year.
If you need help recovering |Habilitation services Not covered Not covered None
or have other special health| _ Preauthorization is required. Limited to 90 days
‘ ¢
needs Skilled nursing care No Charge No Charge per member per calendar year
Durable medical Excludes bath, exercise and deluxe equipment
cqupmert No Charge No Charge and gomfort and convenience items. Prescription
cduipment required.
Hosbpice services No Charge No Charge Preauthorization is required. Visit limits apply.
If your child needs dental or{Children’s eye exam Not covered Not covered None
eye care Children’s glasses Not covered Not covered None
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What You Will P
LALCRLLLL) | Limitations, Exceptions, & Other Important

Information

Common Medical Event  |Services You May Need In-Network Provider | _ Out-of-Network Provider
(You will pay the least) ' (You will pay the most) |

For more information on
pediatric vision or dental, - 5
contact your plan Children’s dental check:

u Not covered Not covered None
administrator 4P
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

o Acupuncture treatment
e Cosmetic surgery
o Dental care (Adulf)

Infertility treatment
Long term care

Routine eye care (Adult)

e Routine foot care
o Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

o Bariatric surgery
o Chiropractic care

» Coverage provided outside the United States.

See http:/fprovider.bcbs.com

Hearing aids

If you are also covered by an account-type plan
such as an integrated health flexible spending
arrangement (FSA), health reimbursement
arrangement (HRA), and/or a health savings
account (HSA), then you may have access to
additional funds to help cover certain out-of-
pocket expenses - like the deductible, co-
payments, or co-insurance, or benefits not
otherwise covered

Non-emergency care when traveling outside the
u.S.

e Private-duty nursing
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor's Employee Benefits Security Administration at 1-866-444-3272 or www.dol.qov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov or by
calling the number on the back of your BCBSM ID card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2586.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield®of Michigan by calling the number on the back of your BCBSM ID card.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP) Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, Ml 48909-7720 or hitp;//iww.michigan.gov/difs or difs-HICAP@michigan.qov

Does this plan provide Minimum Essential Coverage? Yes

If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retum unless you qualify for an exemption from the
requirement that you have health coverage for that menth.

Does this plan meet Minimum Value Standards? Yes

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of
Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just exariples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

' tealth plans. Please note these coverage examples:are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care
and a hospital delivery)

M The plan’s overall deductible $2,000
W Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (uffrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of
a well-controlled condition)

H The plan’s overall deductible $2,000
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits {including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment {glucose meter)

| Total Example Cost | $12,700 ] | Total Example Cost | $7.400]
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing , - Cost Sharing
Deductibles $2,000 Deductibles $2,000
Copayments $30 Copayments $700
Coinsurance $0 Coinsurance $0
B What isn't covered " What isn't covered
Limits or exclusions $60 Limits or exclusions $60
[ The total Peg would pay is | $2,090 | | The total Joe would payis | $2,760 1

The plan would be responsible for the other costs of these EXAMPLE covered services.

Mia's Simple Fracture
{in-network emergency room visit and
follow up care)

B The plan’s overall deductible $2,000
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
N Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic tests {x-ray)

Durable medical equipment {crufches)
Rehabilitation services (physical therapy)

| Total Example Cost i $1,900 ]
in this example, Mia would pay:
- _ Cost Sharing
Deductibles $1,900
Copayments $0
Coinsurance $0
: ' What isn't covered
Limits or exclusions $0
[ The total Miawould payis - |  $1,900 ]
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

If you, or someone you're helping, needs assistance, you
have the right to get help and information in your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member,

Sl usted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacién
en su Idioma sin costo alguno. Para hablar con un
Intérprete, llame al nimero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavia no es un
miembro.
ol selod Tatagecld Al s et ek iy
Al o g2 dialy g g gesdl cilaglaadty siebiadl e ]y aalt
3 ..ama.uj.uka,},mgmxm,:ﬂd_.ﬂﬁ,z.unm
il 18 i 85 A1 15} (BT 7-469-2583 TTY:711 S 0
MRE MREEEERBNHE, BEGE. SHIEH
RNUENBERIINBARE. E2N—GHEA,
RRECHEFTENEFRERE . DREBTETA
. [RIRTREE 8774692583, TTY: 711,
R o o%u poum « o Shotean reBA oAb 1) o e b L
-ﬂ‘x.p;msam hiie o dhulaiy hond o daaliyr L dhwde
oin rﬁm\i&\:ﬂ s 'p:-.n’}mpbﬂ rbcu!o Ly .-_n:»,mgl:n
¢ ~oaanhda w25 A s rd.im
wemim o edul e e 877-469-2583 TTY 711
Néu quy vi, hay ngudi ma quy vi dang giap dé, can trg
gilp, quy vi s& cé quyén durgc gilp va cé thém thdng tin
bing ngén nglt cla minh mign phi. D& néi chuyén véi mit
théng dich vién, xin got s& Dich vu Khach hang & mit sau
thé clia quy vi, hodic 877-469-2583, TTY: 711 néu quy vi
chura phdi I3 mgt thanh vién,
Nése ju, ose dikush gé po ndibmoni, ka nevojé pér
asistencd, keni té drejté té merrni ndihmé dhe informacton
falas né gjuhén tuaj. Pér té folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

okor 5t E= AT S U AFRIO] XIHOI
B3, Hat= E20 IEE A58 U2 HIE
2e 20 €8 4 = A0 ASLICHL EAAS
Chststzi & A atel = S8l A= DA AdlA
HS 2 HESI2 LU, 0101 51201 Ot H 2
877469-2583, TTY: 7112 HESIH AL,

T SR, TS ST SRR 27 PRI, WY
WG 37, ORE AT SEE ﬁmgarw AACUL
TSI AHETH ST A (PTA] 3T (TTSTH TR
FT T, ST FRGH (TR (FITT IEF TS 796
Fe] Fl 41 877-469-2583, TTY: 711 it ZSRHY Afer
WY =T 3 4TS

Jedli Ty lub.osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnej infermacjl I pomacy
we wlasnym Jezyku. Aby porozmawia¢ z ttumaczem,
zadzwori ped numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jetell jeszcze nie masz czionkostwa.

Falls Sle oder jemand, dem Sie helfen, Unterstitzung
benitigt, haben Sie das Recht, kostenlase Hilfe und
Infarmationen in threr Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite threr Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.
Se tu o qualcuno che stal alutando avete bisogno di
assistenza, hal Il diritto di ottenere aiuto e informazlonl
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
indicato sul retro della tua scheda o chiama il
877-469-2583, TTY: 711 se non sei ancora membro,

CEIE. FERBEROGOEY DA TEREDE
EENIATIHENRSEVELESL, CHEDOEE
THHR—FE2FITFEY, HREAFLEYTH LS
TEET. HEEhMYEEA, EREBESHL LD
SREFHLOI—FORAICRRENIHAZT—Y
—ERAOBBEHE (A 1 —THNVEX

87744692583, TIY:- 711) £ THBEE{ £S5 L,

Ec BaM HITH JIHTY, KOTOPOMY BEI IOMOTaeTe, HY:KHA
TIOMOIIE, TO BEl HMEETE NPARO HA GECTIATHOE HONYICHHES
oMo B RHGOPMAIME HA BamleM A3HKe. JIA pasrozopa
€ DEPEBOTHHMEOM TIOIBOHHTE IO HOMepPY TeneoHa oTReNa
OOCTYAHMBIRIA KINEHTOB, YE3IAHHOMY Ha obparHoft
CIOPOHE BAIICH KADTSI, HIH MO HONCPY

877-469-2583, TTY: 711, ec/iH ¥ Bac HeT WIeHCTBI.

Ukoliko Vama il nekome kome Vi pomaZete treba pomod,
imate pravo da besplatno dobijete pomo¢ [ informacije na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj kerisnicke slube sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vec niste clan.

Kung ikaw, o ang lyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa lyang wika ng walang gastos. Upang
makausap ang Isang tagasalin, tumawag sa numero ng
Customer Service sa [lkod ng iyong tarheta,

o 877-469-2583, TTY: 711 kung ikaw ay hindi pa lsang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary alds and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information [n other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-463-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance in person, by mail, fax, or emall
with: Office of Civil Rights Coordinator,

600 E. Lafayette Blvd., MC 1302, Detroit, Ml 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,

email: CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator is avallable
to help you.

You can also file a civil rights complaint with the U,S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
https:/focrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W., Washington, D.C.
20201, phone: 800-268-1018, TTD: 800-537-7697, email:

CCRComplaint@hhs.gov. Complaint forms are available at
y hhs. dex, htmi.
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Health Alliance Plan




Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Alliance Health

Lhop,

and I.ife Company

mme  AS000098 / XR002358 / XW000713

Coverage Périod: 01/01/2021 - 12/31/2021

Coverage for: Individual + Family | Plan Type: ASO HMO
AS000098 XR002358 XW000713

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this .plan (called the premiuim) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the .complete terms of coverage, call 1-800-422-4641 or visit hitp://www.hap.org. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, ‘deductible, provider, or other underlined terms see the

__Important Questions

What is the overall

. Answers_ )

Glossary. You can view the Glossary at hitps://www.healthcare.gov/sbe-glossary/ or call 1-800-422-4641 to request a copy.

"~ Wihy Thi Waters:

See the Common Medical Events chart below for your costs for services this plan covers,

deductible? $0

Are there services

covered before you meet | No. You will have to meet the deductibles before the plan pays for any services.

your deductible?

Are there other

deductibles for specific No. You don't have to meet deductibles for specific services.

services?

What is the out-of-pocket | Out-of-Pocket Limit: g{;]ee f’gnﬁ’]‘;“;cé‘;i)'ggtlftm: "}"?t . ‘;?“'d R et thoir for °°Vf_,reff‘ ?92’";‘?5- .f VO‘i.:‘;]"e
finiit for this plan? $6,600 individual/ $13,200 family. y Dan, tey nave fo meet elr own. uL-oRPOCKELIIMIS until ie

overall family put-6f-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing charges,
and health care this plan doesn't
cover. All other cost share
accumulates unless otherwise

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

specified in Plan Documents.

Yes. See www.hap.org or-call 1-
800-422-4641 for a list of network

provider for the difference between the provider's charge and what your plah pays (balance

This plan uses a provider. network. You will pay less if you use a provider in the plans network,
You will pay the most if you use an out-of-network provider, and you might receive a bill from a

providers.

illing). Be aware your network provider might use an out-of-network provider for some

services (such as lab work). Check with your provider before you get services.

Do you need a referral te
see a gpecialist?

Yes.

Written referrals are not required for specialist visits within the member's assigned network for
selected services. Referrals or oral approvals are required in other instances. Further
information on the referral process can be found at www.hap.org.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

_What You Will Pay

Common : | Network Provider o . Limitations, Exceptions, & Other Important
Medical Event Services You May Need (You will pay the Out-of-Network Provider . Information
(You will pay the most) l

least)

T . )
Primary care visit to treat an
injury or illness $25 Copay Not Covered
Specialist visit | $40 Copay Not Covered
Telehealth Visit: .
- - $25 Copa Telehealth. Through our contracted telehealth
Maﬂﬂﬂﬂh Other practitioner office visit Chiro_upractic Visit: Not Not Covered services provider.
Covered
clmlc , . { Coverage information available at )
. - { wwiv.hap.ord. You may have to pay for f
N Preventive i : ; . | services that aren't preventive sefvices. Ask
carefscreening/immunization No Charge | Not Covered your pravider if the services needed are
' ! preventiveservices. Then check what your
' | plan will pay for.
E’gk;\ostlc test (x-ray, blood No Charge Not Covered Some services require preautherization
: . !
- ;\TSFS';]Q (CT/PET scans, . No Charge Not Covered 1 Services require preauthorization ]
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What You Will Pa)

Network Provider

(You will pay the
least)

Common

Limitations, Exceptions, & Other Important

Out-of-Network Provider Information

(You will pay the most)

Services You May Need

Medical Event

Costs shown appy foa 303ysupp| o
drugs. A 90-day supply of non-maintenance

Preferred Generic drugs $20 nggyl _ Not Covered drugs must be filled at our deglgnated mail
/ prescription (retail) order pharmacy. Other exclusions &
limitations may apply. Applies to all Generic
and Brand type drugs.
BN Non-preferred Generic drugs | $20Copay/ | Not Covered | |
prescription {retail) : :
Preferred Brand drugs $40 C_gml . Not Covered
prescription (retail)
R oo [ "$60 Copay/
sMoreinior ‘ Non-preferred Brand drugs ¥ T , | Not Covered
;rigtio Qi P g prescription (refail)
JCoveragelelavailablela All specialty drugs are limited to a 30-day
B supply at a specialty pharmacy only. Certain
specialty drugs may be approved for 60 or 90
. $60 Copay / days. In this case, if a Copay or max is
Preferred Specially drugs prescription (retail) Not Covered shown, You will pay 2 times that amount for a

supply up to 60 days, and 3 times that amount
for a supply of up to 90 days. Other
exclusions & limitations may apply.

Non-preferred Specialty $60 Copay /
drugs prescription (retail)

B Facilty fee (e.0., ambulatory

Not Covered

H surery center(ASC)) No Charge Not Covered Some services require preauthorization.

g8 Physician/surgeon fees | No Charge 1 Not Covered ] .

§k| Emergency room care $200 Copay $200 Copay Copay will be waived if admitted

8| Emergency medical |

) iransportation | No Charge No Charge Emergency transport only

_ $50 Copay $50 Copay |
1 - ;E:jcr]rlgy fee (e.g., hospital No Charge | Not Covered Some services require preauthorization.
| Physician/surgeon fees | No Charge | Not Covered |
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Ifyyouineedimental
healthRbehavioral
healthXor{substance
abuselservices

Ifyyoulare]pregnant

3
.

\Ifyoujneedthelp
recoveringfordhave
otherispecialthealth

needs

Network Provider
(You witl pay the

Out-of-Network Provider

least) =(Your will pay the most}
, | Some services require preauthorization.
Qutpatient services | $25 Copay- | Not Covered Services can be accessed by calling 1-800-
» | 444-5755.
. ) p .
Inpatient services No Charge Not Covered ?ae;v;)(;e:gsgsu;;e 4 br;igt[:;ggz,]a_g%g_ff 4Ng3,%85
Office visits $40 Copay Not Covered | Prenatal covered under Preventive Services.
Chlldblr'thldellvery No Charge Not Covered
professional services
— . — ;
(Slgrl\lltiié);rsth/dehvery facility No Charge Not Covered Some services require preauthorization 1
Home health care No Charge Not Covered Dogs ‘not include Rehabilitation Services;
Unlimited.
Rehabilitation servicés | No Charge | Not Covered | May be rendered at home; Up to 60 combined
. visits per benefit period.
Limited to Applied Behavior Analysis (ABA)
and Physical, Speech, and Occupational
Therapy services associated with the
Habilitation services No Charge Not Covered treatment of Autism Spectrum Disorders
through age 18. Covered for authorized
services only. See Outpatient Mental Health
for ABA cost sharing amount,
. Covered for authorized services; Up to 730
Skilled nursing care No Charge { Not Covered days. Maximum benefit renews after 60 days
' of nonconfinement. i
Durable medical equipment No Charge Not Covered Covered for approved equipment only |
Hospice services No Charge | Not Covered Up to 210 days per lifetime. ]
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Ifiyour{childlneeds
dentallofeyelcare

0 8 0 o -
o - One exam per benefit period. For non-routine
Children's eye exam $40 Copay Not Covered visits see Specialist Office Visit.
: Glasses or contacts for adults and children
are covered once during each 12-month
N : consecutive period. Detailed information
Children's glasses No Charge | Not Covered regarding coverage of lenses and Collection
‘ frames can be found:in your policy or plan
i _ ) ! { documents,
Children's dental check-up Not Covered | Not Covered
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Excluded Services & Other Covered Services:

Services YourPlan Generally Does'NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

» Acupuncture « Chiropractic Care « Cosmetic Surgery
« Dental Care (Adult) « Long-Term Care « Non-Emergency Care Outside the U.S.
« Private Duty Nursing « Routine Foot Care « Voluntary Termination of Pregnancy

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan' document.)

« Bariatric Surgery « Hearing Aids « Infertility Treatment
« Routine Eye Care (Adutt) « Weight Loss Programs

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: contact
the plan at 1-800-422-4641 you may also confact your state insurance department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272
or www.dol.goviebsa/healthreform, or the U.S. Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or
http://www.cciio.cms.gov.Other coverage options may be available to you, too, including buying individual insurance coverage through the Health Insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 1-800-318- 2586.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice or assistance,
contact the plan at 1-800-422-4641; you may also contact the Department of Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Ottawa, 3rd Floor, P.O.Box 30220, Lansing, MI 48909-7720, http://michigan.gov/difs; call 1-877-999-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or http://www.dol.goviebsa/healthreform. Additionally, a consumer assistance program can help you file
your appeal. Contact Michigan Health insurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.O.Box
30220, Lansing, M[ 48909, phone 1-877-999-6442, website: http://michigan.gov/difs or e-mail difs-HICAP@michigan.gov.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Please see a full list of Language Access Services following the Coverage Examples at the end of the Summary of Benefits of Coverage.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond fo a collection of infermation unless it displays a valid OME control number. The valid OMB control
number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search exisling data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Atin: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different]
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts (deductibles,
b, 'copayments and ceinsurance) and excluded services under the plan. Use this.information to compare the portion of costs you might pay under different;
‘health plans. Please note these coverage examples are based on self-only coverage.

Peqg is Having a Baby
(9 months of in-network pre-natal care

Managing Joe's type 2 Diabetes

(a year of routine in-network care of a

Mia's Simple Fracture
(in-network emergency room visit and

and a hospital delivery)

well-controlled condition)

follow up care)

W The plan’s overall deductible $0 M The plan’s overall deductible $0 M The plan’'s overall deductible $0

M Specialist copayment $40 W Specialist copayment $40 = Specialist copayment $40

M Hospital (facility) $0 W Hospital (facility) $0 = Hospital (facility) $0

B Other coinsurance 0% M Other coinsurance 0% M Other coinsurance 0%

This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits {including Emergency room care (including medical
Childbirth/Delivery Professional Services disease educalion) supplies)

Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic tests (x-ray)

Diagnostic tests (uffrasounds and blood work) Prescription drugs Durable medical equipment (crufches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

| Total Example Cost | $12,700 | | Total Example Cost | $5,600 | | Total Example Cost | $2,800 |

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

i Cost Sharing || Cost Sharing il Cost Sharing ' o
Deductibles $0  Deductibles $0  Deductibles $0
Copayments $10 Copayments $944  Copayments $325
Coinsurance $0  Coinsurance $0  Coinsurance $0

| What isn’t covered ] _ Whatisn't covered 8! What isn’t covered
Limits or exclusions $61  Limits or exclusions $22  Limits or exclusions $0

| The total Peg would pay is $71 | { The total Joe would pay is $966 | | The total Mia would pay is $325 |

The plan would be responsible for the other costs of these EXAMPLE covered services.
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m Language Assistance

We want you to easily get the information you need. To request assistance in a langnage other than English, call (800) 422-4641 (TTY: 711),

VINI RE: Nése flisni shqip, ju ofrohen shérbime ndihme gjubésore falas. Telefononi numrin (800) 422-4641 ose TTY: 711.

T1L s eailt GG Aad 1 (800) 422-4641 a3 L Jeald Mae &y gt Sas bl Silend ol o3 L (g jalt ZalN Zaaats g 1Y) pau
A fAeT: S 12 ST FYT I, SHT TS AFEIT (AR SR S5 S| (800) 422-4641 I TTY: 711 9T FF |

FER ¢ R ER RS IR PRSI E S IRIIRAS - S5EE (800) 422-4641 BX TTY /7 aHE®E 711 -
HINWEIS: Wenn Sie Deutsch sprectien, stehen Thnen kostenlos Sprachassistenzdienste zur Verfiigung: Rufnummer: (800) 422-4641 oder TTY: 711.

ATTENZIONE: In caso la linguna parlata sia I'italiano, sono dispenibili servizi di assistenza linguistica gratuiti.
Chiamare il numero (800) 422-4641 (TTY: 711).

EEHEE  AFREEZEINLIES. EHOESEXEZ CRALNV-FITET., (800)422-4641 £T. BBEICTTEE L &L,
TTY —H—I% 711 ETCTHEB LS

F: AFAE AFHAL BS, 22 A} A AH2E 0§58 5 AELITH 8004224641 ¥ EE TTY: 711 MO & Aoha] FHA L.

UWAGA.: jezeli méwisz po polsku, mozesz skorzystaé z bezplatnej pomocy jezykowej. Zadzwon pod numer (800) 422-4641 Iub TTY: 711.

BHHMMAHIE! Ecau Bant poHOIt ASBIK PYCCEIE, BAM MOIYT GBITE NpeTocTABICHEI OecIUIaTHEIE NepeBomuackAe yeayrn. Oopamatitecs Mo HoMepY
(800) 422-4641 (Teneraiim: 711).

NAPOMENA: Ako govorite hrvatski/sipski. dostupna Vam je besplatna podrika na VaZem jeziku. Kontaktirajte (800} 422-4641 ili tekstualni telefon
za osobe o¥te¢ena sluha: 711,

ATENCION: si habla espaiiol, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente para usted. Llame al (800) 422-4641,
los usuarios TTY deben llamar al 711,

(800) 422-rciivn Y refuins il wfuinih Rt L ddulna Lok o crlanmAE QR w2l M) L husaynd L Gl 1Y ity
TITY: 711 As ok 4641

PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo, may maknkuha kang mga serbisyong tulong sa wika na walang bayad.
Tumawag sa {800) 422-4641 o TTY: 711.

CHU Y: Néu quy vi néi tiéng Viét, ching tdi ¢é c4c dich vy hé trg ngén ngit mién phi danh cho quy vi. Hay goi (800) 422-4641 hofc TTY: 711,
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Appendix C

!

Post November 1, 2013

Retirees



Blue Care Network

(Post November 1, 2013 Retirees)




Blue Care
Network
of Michigan

29

CLSSLG
3;':};3%’;;‘3 e e traopendent weanee Macomb Co Employees - Hard Cap-Retired
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Beginning on or after 1/1/2020

Coverage for: All Plan Types Plan Type: TPA

A

‘The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (calfed the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bchsm.com or call 800-662-6667 .
Forgeneral definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
| Glossary, You can view the Glossary at https:/iwww.healthcare.gov/sbe-glossary or call 800-662-6667 to request a copy.

Important Questions

Answers: Member / Family

Why This Matters:

for this plan?

What is the overall deductible? [$0 See the Common Medical Events chart below for your costs for services this plan covers.
i N
s;zé;gi::ﬂzg%‘m for %0 You don't have to meet deductibles for specific services.
. 3 _ The out-of-pocket limit is the most you could pay in a year for covered services. If you have
What is the out-of-pocket limit $6,350/$12,700 other family members in this plan, they have to meet their own out-of-pocket limits until the

overall family out-of-pocket fimit has been met.

What is not included in the out—
of—pocket limit?

Premiums, balance billed charges and
health care this plan does not cover

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

Will you pay less if you use a
network provider?

Yes. See www.bcbsm.com or call the
phone number on the back of your [D

|card for a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive a
bill from a provider for the difference between the provider's charge and what your plan pays
(balance billirig). Be aware, your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

Yes

This plan wilf pay some or all of the costs to see a specialist for covered services but only if
you have a referral before you see the specialist.
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

Primary care or Online visit fo treat an injury

What You Will Pay

Network Provider

 Netwark Provic “T‘mafmetwaa"“

(You will pay the least)

Provider
{You will pay the most)

Limitations, Exceptions, & Other Important
Information

orillness $20 copay/visit Not covered $20 copay for online visits.
Requires referral. No charge for allergy
injections, allergy office visit and testing /30
If you visit a health care Specialist visit $30 copay/visit Nof covered combined visits for spinal manipulations
S e Iy ' performed by a chiropractor or osteopathic
provider’s office or clmlc‘ physkcian
You may have to pay for services that aren’t
: o . preventive. Ask your provider if the services
Prevenfive care/screening/immunization No charge Not covered you need are preventive, Then check what
your plan will pay for.
Diagnostic test (x-ray, blood work) No charge Not covered IMEV fequire preguthorizafion / No charge for
If you have a test ap Services
maging scans, MRIs o.charge ot covere equires preauthorization
Imaging (CT/PET MRI No.ch Not d Requi thorizafi
Tier 1 - Mostly Generics $10 copay/30 days Not covered Preauthorization & step-therapy apply to select
If you need drugs to treat|T.. 5 drugs.
your llness or condition Tier 2 - Preferred Brand $25 copay/30 days Not covered 50% coinsuranc for sexual dysfunction drugs.
More information about Effective 1/1/2013 Tier 1 contraceptives are
prescription drug Tier 3 - Non-Preferred Brand $50 copay/30 days Not covered covered in ful

coverage is available at
www:bcbsm.com/customdr

90 day mail order and retail copays are 2x the
standard retail copays.

uglist

[Specialty drugs

Tiered copays listed above

apply Not covered Limited to a 30 day suppiy
May require preauthorization/50% coinsurance
If you have outpatient  |Facility fee (e.g., ambulatory surgery center) |No charge Not covered for TMJ, orthognathic surgery, reduction
surgery _ _ mammoplasty, male mastectomy
Physician/surgeon fees No charge Not covered See "Outpatient surgery facifity fee”
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What You Will Pay

Common . . Limitations, Exceptions, & Other Important
. Out-of- ’ ;
Medical Event Services You May Need i Network Provider utP?L‘l:lisz:ork Information
(You will pay the least) (You will pay the most)
Emergency room care $100 copayjvisit $100 copayivisit {Copay waived if admitted
If you need immediate . . Non-emergent transport is covered when
medical attention Emergency medical transporfation No charge No charge preauthorized
Urgent care $30 copay/visit $30 copay/visit None
Preauthorization is required. 50% coinsurance
If you have a hospital  [Facility fee (e.g., hospital room) No charge Not covered for TMJ, orthognathic surgery, reduction
stay mammoplasty, male mastectomy
Physician/surgeon fee No charge Not covered See "Hospital Stay facility fee"
If you need mental Qutpatient services No Charge Not covered Preauthorization is required
health, behavioral heaith, ,
or substance use Inpatient services No Charge Not covered Preauthorization is required
disorder services
o Postnatal and non-routine prenatal office
“ Office visits No charge Not covered visits-$20 copa
IFyou are pregnant Childbirth/delivery professional services No charge Not covered None
Childbirth/delivery facility services No charge Not covered None
Home health care $30 copay/visit Not covered (}?:felfgﬁs preauthorization. Custodial care not
Requires preauthorization/ One period of
treatment for any combination of therapies
If you need help Rehabilitation services $30 copay/visit Not covered within 60 consecutive days per medical
recovéring or have other - episode. Subject to meaningful improvement
special health needs within 60 days.
ABA - $20 copay per visit. : .
—_ , £ PT/OT/ST for autism spectrum disorder has
Habilitation services $30 copay per visit for Not covered unlimited visits. Requires preauthorization,
PTIOT/ST preatfhonzaton
Skilled nursing care No charge Not covered Requires preauthorization/Limited to 730 days
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What You Will Pay

Common . T A Limitations, Exceptions, & Other Important
. Out-of-Network d ,
Medical Event Services You May Need | Network Provider u P?rovisigor Information
(Youwill pay the least) i(You will pay the most}
Requires preauthorization and must be
. . obtained from a BCN supplier. Convenience
Durable medical equipment No charge Not covered and comfort items not covered. Diabetic
supplies covered in full
S . ' Inpatient care requires preauthorization.
:Hosplce SETVICEs No-charge Not covered _ Housekeeping and custodial care not covered.,
. Children’s eye exam Not covered Not covered Contact benefit administrator for coverage.
ifyourchild needs 1 s gla: - Not covered Notcovered |Contact benefit administratorf
dental or eye care ildren’s glasses ot covere ot covere ontact benefit administrator for coverage.
Children’s dental check-up Not covered Not covered Contact benefit administrator for coverage.
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Excluded Services & Other Covered Services:

‘Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

» Acupuncture (if prescribed for rehabilitation o long-term care ¢ Routine foot care
purposes) » Non-emergency care when traveling outside the e Weight loss programs

o Cosmetic surgery us. « Hearing Aids

o Dental Care (Adulf) o Private-duty nursing

s Elective Abortion » Routine eye care (Adult)

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

¢ Bariatric surgery o Infertility treatment
s Chiropractic care

Macomb County Blue Care Network Plans generally requires/allows the designation of a primary care provider. You have the right to designate any
primary care provider who participates in our network and who is available to accept you or your family members. Until you make this designation,
Blue Care Network designates one for you. For information on how to select a primary care provider, and for a list of the participating primary care
providers, contact the Macomb County at (586) 469-5280.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from Blue Care Network Plan or from any other person (including a primary care provider) in order to obtain
access to obstetrical or gynecological care from a health care professional in our network who specializes in obstetrics or gynecology. The health
care professional, however, may be required to comply with certain procedures, including obtaining prior authorization for certain services, following
a pre-approved treatment plan, or procedures for making referrals. For a list of participating health care professionals who specialize in obstetrics or
gynecology, contact the Macomb County HRLR Department at (586) 469-5280.
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Your Rights to Continue Coverage:

There are agencies that can help if you want fo continue your coverage after it ends. The contact information for those agencies is: U.S. Department of Labor, Employee
Benefits Security Administrafion at 1-866-444-3272 or www.dol.gov/ebsa/healthreform., or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or
www.cciio.cms.gov. Other coverage options may be available to you foo, including buying individual insurance coverage through the Health insurance Markefplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim, This complaint is called a grievance or appeal. For more information about
your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal or a
grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact : Blue Care Network, Appeals and Grievance Unit, MC C248,
P.O. Box 284,Southfield, M1 48086 or fax. 1-866-522-7345. For sfafe of Michigan assistance contact the Department of Insurance and Financial Services, Office of General
Counsel-Appeals Section, 530 W. Allegan Street, 7t Floor, P. O. Box 30220, Lansing, Ml 48909-7720, http-/Avww.michigan.qov/difs; call 1-877-999-6442 or fax: 517-284-
8838. -

For Department of Labor assistance contact the Employee Benefits Security Administration at 1-866-444- EBSA (3272) or www.dol.gov/ebsa/healthreform

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program (HICAP), Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, M1 48909-7720, http:/Awww.michigan.govidifs or difs-HICAP@michigan.gov

Does this Plan Provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retum unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this Plan Meet the Minimum Value Standard? Yes

If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. {(IMPORTANT: Blue
Care Network of Michigan is assuming that your coverage provides for all Essential Health Benefits (EHB) categories as defined by the State of Michigan. The minimum
value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage for specific EHB
categories, for example, prescription drugs, through another carrier.)

Translation available
To get help reading in your language call the customer service number on the back of your ID card
To see examples of bow this plan might cover costs for a saniple medical situation, see the next page.
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About these Coverage Examples:

. This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

+depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
- copayments and coinsurance) and gxcluded services under the plan. Use this information to compare the portion of costs you might pay under different
health plans. Please note these coverage examples are based on self-only coverage. )

Peg is Having a Baby

(9 months of in-network pre-natal care
and a hospital delivery)

W The plan’s overall deductible $0
M Specialist copayment $30
B Hospital (facility) coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (uffrasounds and blood work)
Specialist visit {anesthesia)

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of
a well-controlled condition)

B The plan’s overall deductible $0
W Specialist copayment $30
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and
follow up care)

B The plan’s overall deductible $0
W Specialist copayment $30
M Hospital (facility) coinsurance 0%
R Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care {including medical
supplies)

Diagnostic tests (x-ray)

Burable medical equipment {cruiches)
Rehabilitation services (physical therapy)

[ Total Example Cost ’ $12,700 ] | Total Example Cost | $7.400] [ Total Example Cost | $1,900 |
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing C Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $70 Copayments $800 Copayments $200
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn't covered What isn’t covered o What isn’t covered
Limits or exclusions $60 Limits or exclusions $60 Limits or exclusions - $0
| The total Peg would pay is $130 | | The total Joe would pay is | $860| | The total Mia would pay is~ $200 |
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ADDENDUM - LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your language

if you, or someone you're helping, needs assistance, you
have the right te get help and information in your
language at no cost. To talk to an interpreter, call the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 If you are not already a member.

51 usted, o alguien a quien usted estd ayudando, necesita
asistencla, tiene derecho a obtener ayuda e informacién
en su fdioma sin costo alguno, Para hablar con un
intérprete, lfame al ntimero telefénico de Serviclo al
cliente, que aparece en la parte trasera de su tarjets, o
877-469-2583, TTY: 711 sf usted todavia no es un
miembrao.
ol dlali dactuad Aol eae s Al pads yivl eS|y
A 4 o o s By gy pezald il Sl 320 Ll e )yl
Sy ek Ll s g gl e Shandl Razi i g3 oadl o sia ] il
el 1S 5% o6 21 13} 87 7-469-2583 TTY:711 f
RE, RAETEMOBE. [BERR, SHEH
RRUEXJISEIRBINL. ZAW—GHFA,
HREENEEOMNEFEBRIE  DREEFA®R
. FIRTEE 877-469-2583, TTY: 711,
s Rdiep o ghu paum L aheteudn ra o8 a0 ot Shued oY
ot acsho rBiids syl haod L daeliuee | Shay
3L St erdy ton 2 mg el oty vy L Analila
o moadohsa n¢_zi i ediints ndiicn L Gouin
i . ohal X e 877-469-2583 TTY:711
Néu quy vi, hay nguéri ma quy vl dang gidp d§, can trg
giup, quy vj sé cé quyen dugc gidp va ¢é thém théng tin
bing ngén ngilf clia minh mién phi, £€ a1 chuyén véi mat
théng dich vién, xin goi s6 Dich vy Khéch hang ¢ méat sau
thé cla quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chua phai Ja mat thanh vién,
Nése ju, ose dikush gé po ndihmoni, ka nevoj& pér
asistencé, kenf té drejté té merrni ndihma dhe informacion
falas n& gjuhé&n tuaj. Pér té& folur me njé pérkthyes,
telefononi numrin e Shérbimit té Klientit n& anén e pasme
té kartés tua), ose 877-469-2583, TTY: 711 nése nuk jeni
ende nj8 anétar.

Qteh A5t Ei= A0 &1 A= ALZ0| XIR0]
2Qs0Y, Al =2 F28 Aets Ao Z HI8
220/ g ¢ A= HElI USLICE SSAS
CHstoteie Aate 1e Fo( = 228 JHlA
HEZ HaetU, 0101 2|0l Ot AR
877-469-2583, TTY: 7112 HE5IAAI L.

% AT, A AR T 2599 FHAT, SR
HEATS T, STRET AT ST (s TRy 8 o
TIOWT JAFE A TR (FA] IF5 (TORIF T
Y] FA(S, AT TSR (TR (1831 TRF TIAGT 759E
T P AT 877-469-2583, TTY: 711 Tfi R{omy Sl
ST =T X AT

Jeili Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezplatne] informacjl | pomocy
we wiasnym Jezyku. Aby porozmawiaé z thumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na
odwrocie Twojej karty lub pod numer 877-469-2583,

TTY: 711, jezeli jeszcze nie masz czionkostwa.

Falls Sie oder jemand, dem Ste heffen, Unterstitzung
bendtigt, haben Sle das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Rickseite threr Karte an aoder
877-469-2583, TTY: 711, wenn Sie noch keln Mitglied sind.

Se tu o qualcuno che stai aiutando avete bisogneo di
assistenza, hai Il diritto di ottenere aluto e informatziont
nella tua lingua gratuitamente. Per parlare con un
interprete, rivolgiti al Servizio Assistenza al numero
Indicato sul retro della tua scheda o chiama il
B877-465-2583, TTY: 711 se non sef ancora membro.

CEAG, FEEBFHEOAORYOACXBRELE
EENAFTCHMMSEVWELES, CHEOEE
THiR— FERHY, HELZAFLIEYTII LS
TEET. HElIhHrYELA, BiREEESh S
BRBHb0h— FoEAIcREThizhRsv—4
—EROBEHFE (4 vi—TLRL Al

877-469-2583. TTY: M) ETCHTIEC & LY,

Ecnm Ban ©IH JTHITY, KOTGPOMY BRI IOMOraeTe, HyKHA
IOMOIB, TO BH HMeeTe IPaBo Ha GecIIIaTHOe DoNyveHHe
noMoIH B HHOpMAIHH Ha BameN A35ke. [[n7 parosopa
€ NEPEBOXTHKON IO3BOHHTE 10 HOMEpPY TenedoHa oTHena
ofCIyAHBaHHA KIHEHTOB, YEI3AHHOMY Ha oOparHoit
CTOpOHE BAMICH KapTH, EUIH OO0 HOMEPY

877-469-2583, TTY: 711, ¢ciH ¥ Bac HeT WICHCTBA.

Ukaliko Vama ili nekome kome Vi pomaiete treba pomoé,
imate pravo da besplatno dobijete pomoc¢ | informacife na
svom jeziku. Da biste razgovarali sa prevodiocem, pozovite
broj korisnicke sluZbe sa zadnje strane kartice ili
877-469-2583, TTY: 711 ako vec niste £lan.

Kung ikaw, o ang iyong tinutulungan, ay nangangailangan
ng tulong, may karapatan ka na makakuha ng tulong at
impormasyon sa lyong wika ng walang gastos. Upang
makausap ang Isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng iyong tarheta,

0 877-469-2583, TTY: 711 kung ikaw ay hindi pa isang
miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network
comply with Federal civil rights laws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Netwaork provide free auxillary alds and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number an the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member. If you believe that Blue Cross Blue
Shield of Michigan or Blue Care Natwork has failed to
provide services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex,
you can file a grievance in person, by mail, fax, or email
with: Office of Civil Rights Coordinator,

600 E. Lafayette Blvd., MC 1302, Detroit, MI 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,

email: CivilRights@bcbsm.com. If you need help filing a
grievance, the Office of Civil Rights Coordinator is available
to help you.

You can also file a civil rights complaint with the U.S,
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
httos:/focrportol.hhs.qov/ocr/portal/iobby.jsf, or by mail,
phone, or emai! at: U.S. Department of Health & Human
Services, 200 Independence Ave, S.W., Washingtaon, D.C,
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
OCRComplaint@hhs.gov. Complaint forms are available at

hggg;[[ggm.frhs;goy[ag[[o[ﬁce({rjg{ir_}dex.htm!.
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Blue Cross Blue Shield

Community Blue PPO ASC

(Post November 1, 2013 Retirees)




As a self-funded group, you are solely responsible for compliance with the federal Summary of Benefit and Coverage (SBC) rules, including SBC creation and
distribufion, BCBSM does not assume any responsibility for SBC rule compliance relating to your group health plan, or for creation or disclosure of compliant SBCs.
This SBC template document is being provided as an example that may contain useful information concerning your BCBSM administered coverage as you create
your own group health plan's SBC. This SBC template document being provided is not fully compliant with the SBC federal rules. It is your responsibility to work with
your legal counsel to ensure proper compliance with the federal SBC rules. This SBC template document does not constitute legal, tax, actuarial, accounting, benefit
design, compliance or other advice. BCBSM disclaims any liability or responsibility for any non-compliance by your group health plan with SBC rules and regulations
relating to creation, disclosure or other requirements. You should also note that there may be additional special circumstances which may be. applicable to your
specific group health plan situation which may affect SBC content, including but not limited to account type arrangements such as flexible spending accounts (FSA),
health reimbursement arrangements (HRA), and health savings accounts, (HSA), or for example, wellness programs, reference based pricing or benefits, or
coverage not administered by BCBSM, or whether the coverage provides minimum essential coverage. If you have an ASC Plan Medification, it may be defined here
in only a fimited way.



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

MACOMB COUNTY EMPLOYEES
Community Blue PPOS™ ASC

Coverage Period: Beginning on or after 01/01/2021

Note to ASC groups: Before completing this template,
please reference the disclaimer on the attached cover page.
Coverage for: Individual/Family | Plan Type: PPO

A

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan {called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.-bcbsm.comi or call the number on the back
of your BCBSM ID card. For general definitions of common terms, stuch as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined |

_terms see the Glossary. You can view the Glossary at https./www.healthcare.qovisbc-glossary or call the number on the back of your BCBSM ID card to request a copy. !

¥

'

Important Questions

What is the overall deductible?

Answers

In-Network ]Out-of-Network‘

$1,500 Individual/
$3,000 Family

$3,000 Individual/
$6,000 Family

Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. [f you have other family members on the plan, each family member must
meet their own individual deductible untit the total amount of deductible expenses paid by all
family members meets the overall family deductible.

Are there services covered before
you meet your deductible?

Yes. Preventive care services are covered

before you meet your deductible.

|This plan covers some items and services even if you haven’t yet met the deductible amount.

But a copayment or coinsurance may apply. For example, this plari covers cértain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https.//www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles for
specific services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket limit for
this plan?

(May include a coinsurance
maximum)

$6,350 Individual/
$12,700 Family

$12,700 Individual/
$25,400 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in the out-of-
pocket limit?

Premiums, balance-billing charges, any

pharmacy penalty and health care this
plan doesn't cover.

Even though you pay these expenses, they don't count toward the out—of-pocket limit.

Will you pay less if you use a
network provider?

Yes. See www.bcbsm.com or call the
number on the back of your BCBSM ID

| card for a list of network providers,

[This plan uses a gré\iider network. You will pay less if you use a provider in the plan's
|network. You will pay the most if you use an out-of-network provider, and you might receive a

bill from a provider for the difference between the provider's charge and what your plan pays
(batance billing). Be aware, your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a
specialist?

No.

You can see the specialist you choose without a referral.

Group Number 007000448-0056
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Event

Services You May Need
(You will pay the least)

What You Will Pay

In-Network Provider

QOut-of-Network Provider
(You will pay the most).

Limitations, Exceptions, & Other Important

Information

If you visit a health care
provider’s office or clinic

does not apply

Primary care visit to treat |$40 copay/office visit; I
an injury or illness deductible does not apply 40% coinsurance None
Specialist visit $40 copay/visit, deductible 40% coinsurance None

Preventive care/

screening/
immunization

No Charge; deductible does
not apply

Not covered

You may have to pay for services that aren't
preventive, Ask your provider if the services
needed are preventive, Then check what your plan
will pay for.

[f you have a test

Diagnostic test (x-ray,
blood work})

20% coinsurance

40% coinsurance

None

Imaging (CT/PET scans,

20% coinsurance

40% coinsurance

May require preauthorization

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage

is available at
www.bcbsm.com/druglists

deductible does not apply

|MRIs)

$7 copay/prescription for retail
Generic or select 30-day supply; $14 an;m;:)wng%g—g% gwlgsaanrove 4
prescribed over-the- copay/prescription for retail or amount: de duro;tible doer;pnot
counter drugs mail order 90-day supply; M ———

apply

Preferred brand-name
drugs

$35 copay/prescription for
retail 30-day supply; $70
copay/prescription for retail or
mail order 90-day supply;
deductible does not apply

In-Network copay plus an
additional 25% of the approved
amount; deductible does not

apply

Preauthorization, step therapy and quantity limits

Nonpreferred brand-name
drugs

$70 copay/prescription for
retail 30-day supply; $140
copay/prescription for retail or
mail order 90-day supply;

In-Network copay plus an
additional 25% of the approved
amount; deducfible does not

apply

may apply to select drugs. Preventive drugs
covered in full. 30-day supply not covered out of
network. Select diabetic supplies and devices may
be covered under the prescription drug program.

deductible does not apply
’ . Facility fee (e.g.,
If you have outpatient ambulatory surgery 20% coinsurance 40% coinsurance None
surgery center)
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Common Medical Event

Services You May Need

What You Will Pay

" In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important
Information

Physician/surgeon fees

(You will pay the least)
20% coinsurance

(You will pay the most)
40% coinsurance

None

If you need immediate
medical attention

|Emergency room care

$250 copay/visit; deductible
does not apply

$250 copay/visit; deductible does

Copay waived if admitted or for an accidental

not apply

injury.

Emergency medical
transportation

20% coinsurance

20% coinsurance

Mileage [imits apply

Urgent care

$40 copay/visit; deductible
does not apply

40% coinsurance

None

If you have a hospital stay

{Facility fee (e.g., hospital

room)

20% coinsurance

40% coinsurance

Preauthorization is required

Physicianfsurgeon fee

20% coinsurance

40% coinsurance

None

If you need behavioral

20% coinsurance for mental

Your cost share may be different for services

health services (mental Outpatient services 20% coinsurance health; 40% coinsurance for erformed i :
. med in an office settin
health and substance use substance use disorder P 9
disorder) Inpatient services 20% coinsurance 40% coinsurance Preauthorization is required.
. X Maternity care may include tests and services
Prenatal: No Charge; . . ;
Office visi deductible does not apply Prenatal: 40% coinsurance described el_sewhere in the SBC (|._e. ultrasound)
ioe visits Postnatal: No Charge; Postnatal: 40% coinsurance and depending on thg type of services cost share
deductible does not apply may aptply. Cos.t sharing does not apply for
If you are pregnant | _ preventve services.
Childbirth/delivery o o o
orofessional services 20% coinsurance 40% coinsurance None
{Chidbirth/delivery acility 20% coinsurance 40% coinsurance None

services

If you need help recovering
or have other special health
needs

Home health care

20% coinsurance

20% coinsurance

Physician certification required.

Rehabilitation services

20% coinsurance

40% coinsurance

Physical, Speech and Occupational Therapy is
limited to a combined maximum of 60 visits per
member, per calendar year.

{Habilitation services

Not covered for Applied
Behavior Analysis; Not
covered for Physical, Speech

and Occupational Therapy

Not covered for Applied Behavior
Analysis; Not covered for
Physical, Speech and

Qccupational Therapy

None
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l l What You Will Pay

Common Medical Event  :Services You May Need | |n-Network Provider Out-of-Network Provider | Limitations, Exceptions, & Other Important

Information

| . {You will pay the least) (You will pay the most)

Preauthorization is required. Limited to 120 days
per member per calendar year

Skilled nursing care 20% coinsurance 20% coinsurance

Excludes bath, exercise and deluxe equipment
20% coinsurance 20% coinsurance and comfort and convenience items. Prescription
required.

Durable medical
equipment

No Charge; deductible does  [No Charge; deductible does not

Hospice services Physician certification required. Visit limits apply.

not apply apply
If your child needs dental or|Children's eye exam Not covered Notcovered None
eye care T
For more information on Children's glasses Not cqvered Not covered None
pediatric vision or dental, ‘
contact your plan Children's dental check- Not covered Not covered None
administrator up
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture treatment e Hearing aids » Routine eye care (Adult)
o Cosmetic surgery ¢ Infertility treatment ¢ Routine foot care
o Dental care (Adulf) o Long term care » Weight loss programs

Other Covered Services {Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Bariatric surgery o Coverage provided outside the United States. » Private-duty nursing

e Chiropractic care See http://provider.bcbs.com

» Non-emergency care when traveling outside the
U.s
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
Department of Labor’'s Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform, or the Department of Health and Human Services,
Center for Consumer Information and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.goy or by
calling the number on the back of your BCBSM 1D card. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact Blue Cross®and
Blue Shield® of Michigan by calling the number on the back of your BCBSM ID card.

Additionally, a consumer assistance program can help you file your appeal. Contact the Michigan Health Insurance Consumer Assistance Program {HICAP) Department of
Insurance and Financial Services, P. O. Box 30220, Lansing, MI 48909-7720 or hitp://www.michigan.gov/difs or difs-HICAP@michigan.gov

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit,

Does this plan meet Minimum Value Standards? Yes

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

(IMPORTANT: Blue Cross Blue Shield of Michigan is assuming that your coverage provides for all Essential Health Benefit (EHB) categories as defined by the State of
Michigan. The minimum value of your plan may be affected if your plan does not cover certain EHB categories, such as prescription drugs, or if your plan provides coverage
of specific EHB categories, for example prescription drugs, through another carrier.)

Language Access Services: See Addendum

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

'y

This is not a cost estimator. Treatments shown are just examples of how this plan m|ght cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts {deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

{9 months of in-network pre-natal care

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of
a well-controlled condition)

Mia’s Simple Fracture
{in-network emergency room visit and
follow up care}

and a hospital delivery)

M The plan’s overall deductible $1,500
W Specialist copayment $40
M Hospital (facility) coinsurance 20%
W Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (uftrasounds and blood work)
Specialist visit (anesthesia)

W The plan’s overall deductible $1,500
M Specialist copayment $40
B Hospital (facility) colnsurance 20%
W Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests {(blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost | $12,700 [ Total Example Cost | 95,600 ]
In this example, Peg would pay: In this example, Joe would pay:
Cost Sharing ) ' Cost Sharing . |
Deductibles $1,500 Deductibles $900
Copayments $10 Copayments $800
Coinsurance $1,700 Coinsurance $0
What isn't covered ' What isn't covered ) ;
Limits or exclusions $60 lelts or exclusions $20
| The total Peg would pay is $3,270] | The total Joe would pay is $1,720

M The plan’s overall deductible $1,500
m Specialist copayment $40
W Hospital {facility) coinsurance 20%
W Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care {including medical
supplies)

Diagnostic tests (x-ray)

Durable medical equipment {crufches)
Rehabilitation services (physical therapy)

| Total Example Cost | $2,800 |

In this example, Mia would pay:

i Cost Sharing
Deductibles $1,500
Copayments $90
Coinsurance $70

) What isn't covered '
Limits or exclusions $0

| The totai Mia would pay is | $1,660 |

If you are also covered by an account-type plan such as an integrated health flexible spending arrangement (FSA), health reimbursement arrangement
(HRA), andfor a health savings account (HSA}, then you may have access to additional funds to help cover certain out-of-pocket expenses — like the
deductible, copayments, or coinsurance, or benefits not otherwise covered.

The plan would be responsible for the other costs of these EXAMPLE covered services. 80of9



ADDENDUM — LANGUAGE ACCESS
SERVICES and NON-DISCRIMINATION

We speak your [anguage

If you, or someone you're helping, needs assistance, you
have the right to get help and Information fn your
language at no cost. To-talk to an'interpreter, call'the
Customer Service number on the back of your card, or
877-469-2583, TTY: 711 if you are not already a member.

5t usted, o alguien a quien usted esta ayudando, necesita
asistencia, tlene derecho a obtener ayuda e Informacién
en su idioma sin costo alguno. Para hablar con un
intérprete, llame al namero telefénico de Servicio al
cliente, que aparece en la parte trasera de su tarjeta, o
877-469-2583, TTY: 711 si usted todavfano.esun
miembra,
Aoalldel scbaaddatayaclis 3T jai s vl ok 13
AGA o il Uy el il slediy facbicd) e geeall
5 witisiley ok o .\_,;;,J\ elaall daxi 3 39 Josdl an i ) C2aall
i e €3 1Y 877-469-2583 TTY:711 &S0
MRE, FESEERRNHR BEDGRY SHER
SRUENSEAZNBNALE. EAR—UHRA.
HRTEENFHTENEPRERE  MREHETEGE
. IEIRTEEE 877-469-2583, TTY: 711,
«eRiidr L oM posat ¢ L SMaiqeths Ba A% 1 o Sl L
refqaiane wRiid o ddloi rhaod o daalingee -._éh--?
e Sio RN 4 3 . TRl e, rely LG
¢ ~oadohgard 2 JLrﬁ.r(av{nfm ns.plk\
Rt ohd rary - 877-469-2583 TTY:711
NE&u quy vi, hay ngurri ma quy vi dang giap 48, can tre
giap, quy vi sé cé quyén dugc gitp va cé thém thong tin
b&ng ngén nglt cia minh mién phi. BE néi chuyén véi mat
théng dich vién, xin got 5§ Dich vu Khach hang & mat sau
thé cda quy vi, hodc 877-469-2583, TTY: 711 néu quy vi
chwa phai 13 mjt thanh vién,
Nése ju, ose dikush gé& po ndihmoni, ka nevejé pér
asistencd, keni té drejté t& mermi ndihmé dhe informacion
falas né gjuhén tuaj. P&r té folur me njé pérkthyes,
telefononi numrin e Shérbimit t& Klientit né anén e pasme
té kartés tuaj, ose 877-469-2583, TTY: 711 nése nuk jeni
ende njé anétar.

ato Ao} L= AL &0 9l= AFE0] TR0l
HOGIOH, Aol S8 2 & N6ls 02 HIE
BE o0l 28 4 U= RO ASLIC. S22 AI
tisislel™ A Eke) St Solo] gli= DM HylA
a2 JMalstHLL 010 310 ot B
877-469-2583, TTY: 7112 AEIGIAl Al 2.

FW AT, A SR A IH SIET, HR
ACTRE T, ST AT ST AT ARy 8 B9
IO AT AFNE TR (FTAT T (SR A
YT F(S, AT FHEH T (TOT STE HRAG| T
T $F 91 877-469-2583, TTY: 711 Jf% R{oRINy S
HOHY =T T 4T+ |

lesli Ty lub osoba, ktdérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezplatnej informacji.t pomocy
we wlasnym jezyku. Aby porozmawiac z tumaczem,
zadzwori pod numer dziatu obstugi klienta, wskazanym na
odwrocle Twoje] karty lub pod numer 877-469-2583,

TTY: 711, jezell Jeszcze nie masz cztonkostwa.

Falls Ske oder jemand, dem Sie helfen, Unterstitzung
bendtigt, haben Sie das Recht, kostenlosa Hilfe und
Informationen In threr Sprache zu erhalten. Um mit einem
Dolmetscher zu sprechen, rufen Sie bitte die Nummer des
Kundendienstes auf der Riickseite threr Karte an oder
877-469-2583, TTY: 711, wenn Sie noch kein Mitglied sind.

Se tu o qualcuno che stal alutando avete bisogno di
assistenza, hai fi diritto d! ottenere aluto e informazioni
nella tua lingua gratuitamente. Per parlare con un
Interprete, rivolgitl al Servizio Assistenza al.numero
indicato sul retro della tua scheda o chiamaiil
877-4689-2583, TTY: 711 se non sei ancora membro.

CHRAH. FEEBEROOOBY O TERELE
EEhBATCIHMANITVELELS, CREOERE
TR~ FERHY, FHEAFLEYTIO N

TEFES. HERMYFELA, BIREBESIDE

BEEERBOI—FOERIZRBE AR ST~
—EROBBHES (A v i—TLHWAE
877-469-2583, TTY: 1) ETHEEEL &Ly,

Ecam BaM HIH oy, KOTOpOMY BH HOMOTAETe, HyAHA
TOMOImE, TO BE IMeETe IIPAR0 Ka GecmiaTHOE mONyyeHHe
TOMOINH H HrdopManHR Ha BameM mEKe. lna pazrosopa
€ NEpEeROTHKOM [I03BOHHUTE HO HoMepy Tenedona ormena
o0CTy.AHBAHHA KJIHCHTOB, YEA3AHHOMY Ha obparHoit
CTOPOHE BAITeH KADTEL, ILTH IO HOMEPY

877-469-2533, TTY: 711, ecam y BaC HeT 'WIEHCTBA.

Ukolike Vama ili nekome kome Vi pomaZete treba pomoé,
imate pravo da‘besplatno dobijete pomoc | informacije na
svomn Jeziku. Da biste razgovarali sa prevodiocem, pozovite
bro] korisni¢ke stuZbe sa zadnje strane kartice li
877-469-2583, TTY: 711 ako ved niste ¢lan.

Kung ikaw, o ang-iyong tinutulungan, ay nangangailangan
ng tuleng, may karapatan ka na makakuha ng tulong at
impormasyon sa iyong wika ng walang gastos. Upang
makausap ang isang tagasalin, tumawag sa numero ng
Customer Service sa likod ng iyong tarheta,

0 877-469-2583, TTY: 711 kung lkaw ay hindl pa Isang
miyembrao.

Important disclosure

Blue Cross Blue Shield of Michigan-and Blue Care-Network
comply with Federal civil rights Jaws and do not
discriminate on the basis of race, color, national origin,
age, disability, or sex. Blue Cross Blue Shield of Michigan
and Blue Care Network provide free auxiliary aids and
services to people with disabilities to communicate
effectively with us, such as qualified sign language
interpreters and information in other formats. If you need
these services, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711if you are not
already a member. If you belfeve that Blue Cross Blue
Shield of Michigan or Blue Care Network has failed to
provide services or discriminated in another way on the
basis of race, color, nationa! origin, age, disability, or sex,
you can file a grievance in person, by mail, fax, oremail
with: Office of Civil Rights Coordinater,

600 E. Lafayatte Blvd., MC 1302, Detroit, Ml 48226,
phone: 888-605-6461, TTY: 711, fax: 866-559-0578,

email: CivilRights @bcbhsm.com, If you need help filing a
grievance, the Office of Civil Rights Coordinator is avallable
to help you.

You can also file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically through the Office for Civil Rights
Complaint Portal available at
https://ocrportal.hhs.gov/ocr/nortalflobby.jsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200 Independence Ave, 5.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697, email:
0CRComplafnt@hhs.gov. Complzint forms are available at
ttp://www hhs.gov/ocr/office/file/index.jitml.
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Health Alliance Plan

(Post November 1, 2013 Retirees)




HAP Same As Active Retiree SBC

Admirmsstered by Alldrice Healh
and Life Insurance Campany

Coverage Period: 2 d01/01/2020

Coverage for: Individual+Family | Plan Type: ASOHMO

The-Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you howyou and the plan would share the
costforcovered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only:a
summary. For more information about your coverage, or fo get a copy of the complete temns of coverage, call 1-866-766-4709 or visit www.hap.org. For
general definitions.of common terms, such as allowed amount, balance billing, coinsurarice, copayment; deductible, provider, orother underined terms see

Important Questions

Whatisthe
overall
deductible?

the Glossary. You can viewthe Glossary-at hitp://www.dol.gov/ebsa/pdfiSBCUniformGlossary.pdf or call 1:866-766:4709 to requesta copy.

Why This Matters:

See the Common Medical Events cart below for your costs for services this plan
covers, '

Arethere services
covered before you
meetyour deductible?

\Arethere other
deductibles for specific
services?

Whatis the out-of-
pocket limit for this
plan?

$6,600 person /$13,200 family:

e —

You will have to meet the deductible before the plan pays for any services. 1

You don't have to meet deductibles for sp?aciﬁc sevices, but see the chart stal-’lihg—on .

|page 2 for other costs for services your plan covers.

you have other family members in this plan, they have to meet their own-out of pocket
limit until the overall family-out of pocket limit has been met.

The put of pocket limit is the most you could pay in a year for covered services. If |

What s notincludedin
the out-of-pocket limit?

Premiums, Balance billing Charges, and Health
Care this plan does not cover.

Even though you pay these expenses, they don't count toward the out of pocket limit.

Willyoupaylessifyou
use-a network provider?

Yes.Seewww.hap.orgorcall1-866-766-4700
for a list.of network providers

This plan uses a provider network. You will pay:less.if you.use.a:provider in the
plan's network. You will pay the:most if you-use an out of network-provider, and‘you
might receive a bill from a provider for the difference befween the-provider's charge
and what your plan pays (balance billing): Be aware your network provider mightuse
an'out.of network provider for some services (such as.lab-work). Check with your.
providerbefore you get services.

Doyouneedareferral
to seeaspecialist?

-

Yes.

Written referrals are not required for specialist visits within the member’s assigned
network for selected services. Referrals or oral approvals are required in other
instances. Further information.on the referral process can be found at www.hap.org

AS000096 XR002356
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A :All copayment and:coinsurance. costs shown In this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

WhatYouWillPay

Network Provider
(You will pay theleast)

Ouit-of-Network Provider
{You will pay the most)

Limitations, Exceptions, & Other Important
Information

- ) Primary.care visit to treat an - P Visits are face-to-face, telephonic, or through
"~ [injury orlness $20.copay.per visit Not Covered secure electronicportal
| Specialist visit L $30 copay per visit | Not Qovered None
o : $20 PCP Other ;’ractﬁioner
. o .+ (copay per visit/ $30 Specialist Chiropractic Care and Acupuncture Not
caregrow ersof ceor visit
clinic: - —- - — - - -
. Coverage information available at
| l www.hap.org. Youmay have to pay forA
{Preventive.care p services that aren't preventive services. Ask
| screening/immunization No Charge Not Covered your provider f the services needed are
: preventive services. Then check what your
S plan will pay for
. |Diagnostic test (x-ray, blood '
P {work) No Charge INot Covered Some services require preauthorization.
Ifyouhaveatest. - Imaging (CTIPET scams. e e ——— - - — i
J’slgsl)ng ( Scans, No Charge Not Covered Services require preautherization.
B ) Retail: 30 day-supply for non-maintenance
Preferred $15 ; a
- Sorer copaylprescription (retail) drugs at 1 copay; 90 day supply- foreligible
’ |Generic drugs _Q—MNQn;Erefened $15 Not Covered maintenance drugs at 2 copays; Mail Order:
Ifyou need drugs to o copay/prescription (retail 90 day supply for both eligible maintenance
treatyounllness or; £opay T and non-maintenance drugs at 2 copays.
Jml:g‘?ri?ol:matton!about Preferred brand drugs $30 copay/prescription-{retail) |Not Covered
Non-preferred brand drugs | $50 copay/prescription (retail) |Not Covered
prescrlptlon drig nu=pIe T ] —
coverageisavailable. Prefermed $50
at\mn.fw hap. org copay/prescription (retail) Sranialhs o oy
: ; ; ‘Specialty drugs not available-at 90 day or
| Specialtydrugs Non-Preferred $50 Not Covered W
L copay/prescription (retail)
Ifyou ha\re outpaﬂent :Sggt?yf::“(t%g ambullory |y, Charge Not Covered Some services require preauthorization.
surge A : -- :
£ ry | Physician/surgeon fees No Charge Not Covered None-
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Common

Medical Event

——

Services You May Need

T WhatYouWillP: Pay

"~ Network Provider

{You will pay the feast)

Out-of-Network Provider
(You will pay the most)

ii— ey ——— S—

[ — - —— A e ——

Limitations, Exceptions, & Other Important
Information

.. 777 oL | Emergency room care $150 copay per visit $150 copay per visit Copay will be waived if admitted
! R T ira 7 . . .
ﬁ,!ﬂ:i;’fﬁﬂémﬁd'ate i _rg_y___mes_ _gggﬁgedrcal No:Chamge No Charge Emerency medicaliransportation Only
. S Urgent care $30 copay per visit 330 copay per visit - None
lfy ‘;h 5 a’v'é 3 hdsﬁitéli- E:;'Tlgy fee (e.g..hospital No Charge Not Covered Some services require:preauthorization .
1stay - . - |Physician/surgeon fees No Charge Not Covered None
If‘yourneed mental N * Services can be accessed by calling 1-800-
health; -behavioral; Outpatient services 20 copay per visit Not Covered y caling
:Realth, or substance P $ pervist 444-5755
abuse:services ** Services can be accessed by callng 1- |
¥ --_ - -|Inpatient services ) No Charge - 7N3t (,J_oYied__ B ] 800-444-5755 L
l_ R .- | Office visits _ |$30 __;D_y_p_e__r\ggrt_ | NotCovered | No Charge for f Prgn_atil_cgrp o ]
R * | Childbirth/defivery - R T
Ifyqu:afr“e}prégna'ﬁti orofessional services No Charge | Not Covered ' None
[ " T "' T . . . s - - - - - - j__ - - - T - - - = /" === -
| _ : T ggrl‘llriigérsthldelwery facilty No Charge Not Covered **Some services require greauthonzatlo
T | Home heath care No Chame | NotCovered 7 None T
- ~ " Rehabilitafi : No € ~ |Upto80combined visits per benefit period -
.| Rehabilitation services No Charge - Not Covered May be rendered at home
K | Limited o Applied Behavior Analysis (ABA)
- | and Physical, Speech and Occupational |
Therapy services associated with the
flyou need help Habilitation services No Charge Not Covered treatment of Autism Spectrum Disorders
recovenngorhave ‘ fhrough age 18. Setvices reqmre
otherspeclalhealth preauthorization. *See outpatient Mental
gneeds Health for ABA cost sharing amount.
. Jap: - Covered for authorized services- Up to 730
: | Skilled-nursing‘care No Charge Not Covered days, renewable after 60 days
= Coverage provided for approved equipment
. - Durable medical equipment  (No Charge Not Covered based on HAP's guidelines. Some services
" ) require preauthorization,
S . {Hospice services |No Charge Not Covered Up to 210 days perlifetime
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Limitations, Exceptions, & Other Important

WhatYouWillPay

Common

Medical Event Services You May Need "~ Network Provider Out-of-Network Provider Information
(You will pay the least) (Youwill pay the most)
If . 'thilii“ : 4 ... +|Children’s eye exam $30 copay per visit Not Covered No Charge for one routine eye exam
Ifyourchildneeds: - —— T, -
dentalorgyecare: - :C_hfldren s glasses Not Covered. Not Covered : None:
R | Children's dental check-up  |Not Covered Not Covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any. other.excluded senvices,)

Acupuncture + Hearing Aids +  Private-Duty Nursing
Chiropractic Care +  Long-Tem Care - Routine Foot Care (Only when meets plan
guidelines)
Cosmetic Surgery * Non-Emergency Care When Traveling OQutside - Vision Hardware (Unless additional rider
the U.S. purchased)

Dental Care (Adult)

Other Covered Services (Limitations may apply to these services. This isn'ta complete list. Please see your plan document.)

Bariatric Surgery - Routine Eye Care (Adult) - Weight Loss Programs
Infertility Treatment (Only when meets plan
guidelines)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue coverage after it ends. Formore information on you rights to continue
coverage, contact the plan at 1-866-766-47089; you may also contact your state insurance department, the U.S. Depariment of Labor, Employee Benefits Security
Administration at 1-866-444-3272 or www.dol.govfebsashealthreform, or the U.S. Department of Health and Human Services, Center for Consumer Information and
[nsurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit www.Healthcare.gov or cail 1-800-318-2596.

Your Grievance and Appeals Rights:There are agencies that can help if you have a complaint against your pian for a denial of a claim, This complaint is called a
arievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal or a grievance for any reason to your plan. For more information about your rights, this notice or assistance,
contact the plan at 1-800-422-4641; you may also contact the Department 6f Insurance and Financial Services, Healthcare Appeals Section, Office of General
Counsel, 611 Ottawa, 3rd Floor, P.O. Box 30220, Lansing, Ml 48808-7720, http://michigan.gov/difs; call 1-877-999-6442 or the Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.govfebsarhealthreform. Additionally, a consumer assistance program can help you file your
appeal. Contact Michigan Health Insurance Consumer Assistance Program (HICAP), Michigan Department of Financial and Insurance Regulation, P.0.Box 30220,
Lansing, M| 48909, phone 1-877-999-6442, website: hitp://michigan.gov/difs or e-mail difs-HICAP@michigan.gov.
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Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum essential coverage for a month, you'll have to pay when you file your tax retum unless you qualify for an exemption from the requirement
that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes
If your plan doesn't meet the Minimum value standards, you may be eligible for preémium tax credits to help you pay for a plan through the Marketplace.

Language Access Services:
Please see a full fist of Language Access Services following the Coverage Examples at the end of the Summary of Benefits of Coverage.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.

Macomb County Health Alliance Plans generally requires/altows the designation of a primary care provider. You have the right to designate
any primary care provider who participates in our network and who is available to accept you or your family members. Until you make this
designation, Health Alliance Plan may designate one for you. For information on how to select a primary care provider, and for a list of the
participating primary care providers, contact the Macomb County at (586) 469-5280.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from Health Alliance Plan Plan or from any other person (including a primary care provider) in order to
obtain access Lo obstetrical or gynecological care from a health care professional in our network who specializes in obstetrics or gynecology.
The health care professional, however, may be required to comply with certain procedures, including obtaining prior authorization for certain
services, following a pre-approved treatment plan, or procedures for making referrals. For a list of participating health care professionals who
specialize in obstetrics or gynecology, contact the Macomb County HRILR Department at (586) 469-5280.

50of 8



Aboutthese Coverage Examples:

A

This’is nota.cost estimator, Treatments shown are.justexamples of howthis plan miglit cover medical:care: Youractual costs will be different
depending on the-actual'care you receive, the prices your providers charge, and'many other factors. Focus on'the cost:sharing amounts:
(deductibles, copayments'and.coinsurance)and excluded services underthe plan. Use this information to compare the portion'of costs you might
pay.under different health plans.Please note these coverage examples-are baséd'on'seff-only coverage.

Pegis HavingaBaby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe's type 2 Diabetes

(2 year of routine in-network care of a well-

controlled condition)

Mia's Simple Fracture

(in-network emergency reom visit and follow Up
care)

M Theplan's overall deductible $0 = Theplan's overalldeductible $0 W Theplan'soveralldeductible $0
W Specialistcopayment $30 m Specialistcopayment $30 = Specialistcopayment $30
W Hospital (facility) copayment $0 W Hospital (facility) copayment $0 m Hospital (facility} copayment $0
W Other coinsurance 0% M Other coinsurance 0% = Other coinsurance 0%
This EXAMPLE eventincludes services like: This EXAMPLE event includes services like: ThisEXAMPLE eventincludes services like:

Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medicaf
Childbirth/Delivery Professional Services disease education) supplies)

Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)

Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crufches)

Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
' Total EXample Cost' .t $12800- TotalExampleCost. |- $7T:400  TotalExampleCost .1 $%en0.
Inthis example, Peg would pay: __ Inthis example, Joe would pay: ____ [nthis example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles %0 Deductibles 80 Deductibles 1%
_Copayments _ $610 Copayments o | $1,075  Copayments $90
Coinsurance $0  Coinsurance $0  Coinsurance $0
What isn't covered. What isn't covered What isn't covered

Limits or exclusions $60  Limits orexclusions $585  Limits orexclusions $0
: Thie'total Pegwauld payis: | '$670) |Thetotal Joewouldpayis. = | $1:130 ' The'total Miawauild payis: © 1590

The plan would be responsible for the other costs of these EXAMPLE covered services.
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VINI RE: Nése flisni shqip, ju ofrohen shérbime ndihme gjuhésore falas. Telefononi numrin (800) 422-4641
ose TTY: 711.

Language Access Services

wigh ez 51 (800) 422-4641 # s boatl 1O0a Lyf Sae el iladd Sl i il ol ) Cataccis s 1Y) 14

T gl

TG for: o= Mo s ST AT F(0e, T HRoTTOIR [T foIATN(oeR ST G ufeb |
(800) 422-4641 I
TTY: 711 ¥m(od T F |

HE: MBREERERE S, WA RNEE SRR . FEUE (800) 422-4641 B TTY A sE

|71,

HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos Sprachassistenzdienste zur Verfiigung.
Rufnummer: (800) 422-4641 oder TTY: 711.

ATTENZIONE: In caso la lingua parlata sia |’italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero (800) 422-4641 (TTY: 711).

FEHER: BXEEE SNBSS, BHOTEXEEZ CHRAWETE T, (800)422-4641 £ T,
FBEEICTIER SN, TTY 2—H—Id 711 EFTTERLEEL,

Tl St 0| E AHESHA = 4 S, 8 A0 X|& MH|AE 0]238H4 £ Q& L|CH 800-422-464] H =
TTY: 711 O 2 Bt FH A L.

UWAGA: jezéli méwisz po polsku, mozesz skorzystaé z bezplatnej pomocy jezykowej. Zadzwon pod numer
(800) 422-4641 lub TTY: 711.

BHUMAHHME! Eciu pamt ponuoit S351K pycckuit, BaM MOIYT ShITh npeaocTaBiaensl OeclnaTHele
nepeBoxueckue ycryry. Odpamatitecs no roMepy (800) 422-4641 (teneraiin: 711).

NAPOMENA: Ako govorite hrvatski/srpski, dostupna Vam je besplatna podrika na Vasem jeziku.
Kontaktirajte (800) 422-4641 ili tekstualni telefon za osobe oSteéena sluha: 711.

ATENCION: si habla espafiol, los servicios de asistencia de idiomas se encuentran disponibles gratuitamente
para usted. Llame al (800) 422-4641, los usuarios TTY deben llamar al 711.

r<6.1.6 s Ki\‘é.\é):p 1.00 \ol'u_s.n\a}ul:m'u "lo ol saod -Lé ] m.‘\nh,).n)nc_) ‘._9&'\:5.'6 < Irdémé ar
<hyins -k w? e S <
ds o a)800(4641-422 ¢, ©
»»@, JITY: 711 1o
PAG-UKULAN NG PANSIN: Kung Tagalog ang wikang ginagamit mo, may makukuha kang mga serbisyong
tulong sa wika na walang bayad. Tumawag sa (800) 422-4641 o TTY: 711.

CHU Y: Néu quy vi ndi tiéng Viét, ching t6i c6 cdc dich vu hd trg ngén ngix mién phi danh cho quy vi. Hay goi
(800) 422-4641 hoac TTY: 711.
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Delta Dental of Michigan
Dental Benefit Highlights for
Macomb County Active and Retiree Dental Plan

. . . Delta Dental Non-

Delta Dental PPO {Point-of-Service} 'E;l(t)anné::it::- Premier participating
- S Dentist Dentist
.. __Plan Pays_ Plan Pa Plan Pays*
Diagnostic & Preventive 7
Dtagr_losllc anc_:l Preventive Serv.lcefs - exams, 100% 100% 100%
cleanings, fluoride, and space maintainers
Emerger!cy Pglllatlv..e Treatment - to 100% 100% 100%
temporarily relieve pain
Radiographs - X-ra \ 100% 100% 100%
Basic Services _
Irl::::?rr Restorafive Services - fillings and crown 80% 75% 75%
Endodontic Services - root canals 80% 5% 75%
Periodontic Services - to freat gum disease 80%._ 5% 75%
Surra;esr:rgery Services - extractions and dental 80% 75% 75%
Major Restorative Services - crowns ] 80% 75% 75%
Other Basic Services - misc. services _ BO% 75% 75%
Relines and Repairs - o bridges, implants, and 5., o
dentures C 80% 75% 75%
Major Services

Prosthodontic Services - bridges, implants, ser o
and dentures 50% 50% 50%

* When you receive services from a Nonparticipating Dentist, the percentages in this column indicate the
portion of Defta Denial's Nonparticipating Dentist Fee that will be paid for those services. The
Nonparticipaling Dentist Fee may be less than what the dentist charges and you are responsible for that
difference.

[ Maximum Payment ~ $1,000 per persan total per Benefit Year on all services.

| Deductible - None.

Nate - This document is only infended to provide a brief dascription of your benefits. Please refer to your
Certificale and summary for a complete description of benefils, exclusions, and limitations.

O DELTA DENTAL

Welcome to Michigan's largest dental
benefits family!

As a member of Delta Dental of Michigan,
you have access fo the nation's largest dental
networks; Delta Dental PPQ and Delta Dental
Premier.

¢ If's easy fo find a dentist! Four out of five
dentists nationwide parlicipate in ournetwork.

« You have superior access to care and fee
savings because of our agreements with
participating dentists.

& Our dentists cannot balance bill you, which
means more money in your pocket!

o No tmoublesome paperwork! — Network
dentists will fill out and fle your claims,

e Pay only your copayments andfor
deductibles when you receive care from
network dentists ~ there are no hidden fees.

= You can still visit nonparticipating dentists,
but you may be billed the full amount at the
time of service and then have to wait to be
reimbursed.

Quality Dental Program

With our quick and accurate claims
processing, we pay more than 90% of claims
in 10 days or less. Delta Dental also offers
world-class customer service from our
Cerfified Center of Excellence call center, as
awarded by Benchmark Portal.

Online Access

Our online Consumer Toolkit lets you access
your dental plan securely over the Intemet. You
can find a dentist, check benefits, select
papertess notices, review daims and amounts
used foward maximumns, print ID cards, and
more — all at your own convenience.

A Healthy Smile

Keep your smile healthy with dental benefits
from Defta Dental. Your smieis a good indicator
of your health. Did you know that your dentist
can detect up to 120 different diseases, induding
diabetes and heart disease? Early detection is
cne of the best ways fo prevent further
complications.

Questions?

If you have questions, please call our
Customer Service team at 800-524-0149
(TTY users call 711) or look online at
www.DelfaDentalM[.com.
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finlden Bemal Plans
Certificate of Coverage

Macomb County

OFFICE VISIT CO-PAY

$5.00

CLASS1

Diagnostic and Preventive:

Exams, Radiographs, Prophylaxis, Fluoride Treatment (up to age 19),
Sealants (1% and 2™ Molars only — once in lifetime up to age 18),
Space Maintainers (Primary Teeth only up to age 19)

100%

CLASS H

Restorative:

Fillings,

Root Canals and Routine Extractions performed by General Provider

90%

CLASS IIH
Prosthetic:
Crowns, Bridges, Partial and Complete Dentures

75%

CLASS 1V

Specialty Care:

Oral Surgery (including General Anesthesia)
Endodontics

Periodontics

Pedodontics

75%

ORTHODONTICS:

Dependents up to age 19 (Lifetime Maximum )
Member & Spouse (Lifetime Maximum)

$2,200
$1,800

Annual Maximum (per member per year):

Unlimited

Annual Renewal:

01/01

Membership Card Reads:

MACOMB

Dependents are covered up to the age of 26 for CLASS I -1V only.

29377 Hoover Road — Warren, M1 48093
Phone: 1-800-451-5918 * Fax: 586-573-8720

website: www.goldendentalplans.com




GOLDEN DENTAL PLANS, INC.
EXCLUSIONS, LIMITATIONS, AND EXCEPTIONS

I. General Exclusions, Limitations, and Exceptions

NOTE: No benefits will be paid under this Policy for the following treatments, services and care, unless otherwise

indicated.

1 |Dental services not appearing on the Schedule of Benefits.

2 |Dental treatment for cosmetic purposes, unless specifically indicated on a specific plan.

3 |Dental treatment performed in a hospital and/or any related hospital-fee.

4 |Treatment of cleft palate, anodontia and mandibular prognathism.

5 |Cases in which, in the professional judgment of the attending Dentist, a satisfactory result cannot
be obtained.

6
The cost of services secured from physicians, Dentists or Dental Surgeons, other than authorized
GDP Providers, will not be paid for unless expressly authorized in writing by the Primary Care
Dentist as cited under Emergency Coverage and Out-of-Area Emergency Coverage provisions.

7 |Treatment for any condition for which benefits of any nature are recovered or found to be
recoverable, whether by adfudication or settlement under any Workmen's Compensation or
Occupational Disease Law, even though You or Your Covered Dependent fails to claim the right of
such benefits, provided that this exclusion will only apply to the extent that such benefits are
nayable through other plans.

8 |Treatment for any disease, condition or injuries sustained, as a result of war, declared or
undeclared, or any iliness or injury occurring after the effective date of the Policy and caused by
atomic explosion or exposure, whether or not the result of war.

9 |Care of treatment obtained from or for which payment is made by any Federal, State, or County
Municipal, or other governmental agency, including any foreign government.

10 |Dental implants or transplants.

11 |No Covered Person will be denied dental coverage due to trauma. However, dental care
coverage under this Policy may not cover the Covered Person for certain traumatic events that
may occur if those procedures are specifically excluded in this Policy. A Covered Person who
requires dental care due to a serious trauma will not be covered for dental care in those areas
that are specifically described as excluded.

12 |A nominal administrative fee (i.e., sterilization, office visit, etc.} charged by selected dental
offices.

13 [Services or appliances started before a Covered Person became eligible under this Policy {i.e.,
teeth prepared for crowns or root canals in progress),

14 |Prescription drugs.

15 |Nitrous oxide analgesia.

16 |Preventative control programs, including home care items.

17 |Services started after termination of coverage.

18 [Charges for failure to keep a scheduled visits with the Dentist.

19 |Lost, missing, or stolen appliances (i.e., retainers, Occlusal guards, partial or complete dentures,

or flippers).

Revised 04/29/2015




GOLDEN DENTAL PLANS, INC.
EXCLUSIONS, LIMITATIONS, AND EXCEPTIONS

1. General Exclusions, Limitations, and Exceptions, continued

20

Duplicate full or partial dentures.

21

Inlays, unless listed as a Covered Service in the Schedule of Benefits.

22

Porcelain, porcelain substrate, and cast restorations on primary (baby) teeth.

23

Cysts and malignancies.

24

Removal of impacted teeth that exhibit no symptoms or pathology.

25

Consuitations or examinations/evaluations for non-covered services.

26

Services or appliances performed by a Dentist whose practice is limited to prosthodontics

27

Behavior management fees for covered persons requiring additional or unusual efforts to
complete a dental procedure,

28

Soft tissue management (i.e., irrigation, infusion, or special toothbrush).

29

Restorative work caused by orthodontic treatment.

30 |Composite resin restorations on occlusal surfaces of bicuspids and molars.
31 |Biopsy or Brush Biopsy to detect cancer.
Claims submitted due to auto accident, which should be submitted to automobile insurance
32 |carrier.
Claims reported as accident on school grounds, which should be submitted to school's primary
33 |insurance.
General anesthesia and the services of a special anesthesiologist unless authorized by employer
34 |group.
35 [Treatment of fractures and dislocations.
36 |Any service that is not specifically listed.
37 |Congenital malformation.
38 (Dispensing of drugs not normally supplied in a dental office.
Accidental injury. Accidental injury is defined as damage to the hard and soft tissues of the oral
cavity resulting from forces external to the mouth. Damages to the hard and soft tissues of the
oral cavity from normal masticatory (chewing) function will be covered at the normal schedule of
39 |benefits.
40 |Prophylactic removal of impactions (asymptomatic nonpathological).
41 |Specialist consultations for noncovered benefits.
42 |Dental expenses incurred with any dental procedure started prior to the enrollee's eligibility.
43 |Services rendered by a dentist beyond the scope of his/her license.
Services rendered by a dental or medical department maintained by or on behalf of an employer,
44 |a mutual benefit association, labor union, trustee or similar person or group.
45 |Charges for duplication of radiographs.
46 |Charges for temporary appliances.
47 |Charges for experimental or investigational services or supplies,
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48

GOLDEN DENTAL PLANS, INC.
EXCLUSIONS, LIMITATIONS, AND EXCEPTIONS

Services that the dentist feels, in his or her professional judgement, should not be provided.

49

Instructions in dental hygiene, dietary planning or piaque control.

50

Missed appointments or completion of claim forms. Infection control, including sterilization of
supplies and equipment.

Il. Orthodontic Exclusions, Limitations, and Exceptions

1

|Retreatment of prior Orthodontic problems, unless provided under this policy or any extension

or renewal of this Policy

Patients with severe disabilities that may prevent satisfactory Orthodontic results

Any charge made by the Orthodontist for the cost of replacement and/or repair of an appliance
furnished to the patient, which is lost or broken through no fault of the Orthodontist

Interceptive Orthodontic Treatment is not a covered benefit

Surgical procedures incidental to orthodontic treatment

Myofunctional therapy

Supplemental appliances not routinely used in typical orthodontic cases (i.e., Invisalign)

ol ~| || &

Active treatment extending more than 24 months form the point of banding due to lack of
patient cooperation. For cased extending past 24 months, the Covered Person will be charged a
monthly fee that is prorated at the Orthodontist's Submitted Fees.

Treatment started before the Covered Person became eligible under this policy

10

Transfer to another Dentist after banding has been initiated

11

Composite bands and lingual adaptation of orthodontic bands are considered optional treatment
and are subject to additional charges.

12

Orthodontic Benefit is once in a lifetime benefit per member.

Revised 04/29/2015
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MACOMB COUNTY EMPLOYEES
0070004480075 - 08BG2
Effective Date: 01/01/2023

Vision Coverage

This is intended as an easy-to-read summary and provides only a general averview of your benefits. It Is not a contract. Additional limitations and
exclusions may apply. Payment amounts are based on BCBSM's approved amount, less any applicable deductible and/or copay. For a complete
description of benefils please see the applicable BCBSM certificates and riders, if your group is underwriiten. If your group is self-funded, please see
any other plan documents your group uses, If there is a discrepancy between this Benefits-at-a-Glance and any applicable plan document, the plan
document will centrol.

Blue Vision benefits are provided by Vision Service Plan (VSP), the largest pravider of vision care in the nation. VSP is an independent company
providing vision benefit services for Blues members. To find a VSP doctor, call 1-800-877-7195 or log on to the VSP Web site at VSp.Ccom.

Note: Members may choose between prescription glasses {lenses and frame) or contact lenses, but not both

Note: Discounts up to 20% for additional prescription glasses and any amount over the allowance pfus savings on non-covered lens extras (up to
25%) when obtained from a VSP provider

Member's responsibility (copays)

. . . .
| Benefits || VSP network doctor ;|Nan-VSP provider ]
i - - - - -
Eye exam None ! None
Prescription glasses (lenses andfor frames) None None {member responsible for
difference between approved
amount and provider's charge)
Medically necessary contact lenses None None (member responsible for
difference between approved
Contact lens suitability examination (fitting and evaluation) Up to $60 copay amount and provider's charge)

Note: No copay is required for prescribed contact lenses that are not
medically necessary.

Eye exam

| Benefits || vsP network doctor !INon-VSP provider |
Complete eye exam by an ophthalmologist or optometrist. The exam 100% of approved amount Reimbursement up to $58 less $5
includes refraction, glaucoma tesling and other tests necessary to . copay {member responsible for
determine the overall visual health of the patient. ____ anydifference)

One eye exam in any period of 12 consecutive months

Lenses and frames

- _— ey .
| Benefits ff vSP network doctor {[Non-VSP provider |
Standard lenses (must not exceed 60 mm in diameter) prescribed and 100% of approved amount Reimbursement up to approved
dispensed by an ophthalmologist or optometrist. Lenses may be molded or amount based on lens type
ground, glass or plastic. Also covers prism, slab-off prism and special base (member responsible for any
curve lenses when medically necessary. o difference)
= Standard Progressive Lenses - Covered when rendered by a VSP One pair of lenses, with or without frames, in any period of 12 consecutive
network doctor months

ADM PLANYR JAN;ASCMOD 9778 VIS;BLUE VISION;BV SPL;BV-CLSE;BVC;BVFL;BVPP CHOICE NET

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Assoclation,
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Benefits ILVSP network doctor Non-VSP provider

Standard frames ‘$100 allowance thatis applled toward Reimbursement up to $65 less
frames (member responsible for any cost $10 copay (member responsible
.exceeding the allowance)less s for any difference)

Note: All VSP network doctor locations are required to stock at least 100 One frame in any penod of 12 consecutive months

different frames within the frame allowance.

Contact Lenses

: —— - _
i Benefits 1[VSP network doctor EI Non-VSP provider J
I - - !
Medically necessary contact lenses (requires prior authorization approval  100% of approved amount \ Reimbursement up to $210
from VSP and must meet criteria of medically necessary) I (member responsible for any
e | difference}
Contacl lenses up to the allowance in any period of 12 consecutive months
Contact lens suitability examination (fitting and evaluation) $120 allowance that is applied toward -. $105 allowance that is applied
contact lens exam (fitting and materials) ' toward contact lens exam (fitting
Elective contact lenses that improve vision (prescribed, but do not meet . and the contact lenses (member and materiais) and the contact
criteria of medically necessary) responsible for any cost exceeding the | lenses (member responsible for
ialloweamce) t any cost exceeding the
a1lowance)

Contacl Ienses up to the allowance in any period of 12 consecutive months

ADM PLANYR JAN;ASCMOD 9778 ViS;BLUE VISION;BY SPL;BV-CLSE;BVC;BVFL;BVPP CHOICE NET

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Assaciation.
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HAP

Please refer to the HAP Medical Benefits Summary




MEMORANDUM OF UNDERSTANDING

REGARDING CERTAIN HEALTH BENEFITS

WHEREAS, The County of Macomb currently offers health insurance coverage to covered females that
includes an elective abortion benefit and excludes prescription drug coverage for contraceptives and
excludes coverage for voluntary sterilization; and,

WHEREAS, The Macomb County Board of Commissioners has, by resolution, forbidden the use of public
funds for elective abortion;

NOW BE IT RESOLVED THAT, the County of Macomb and the POAM hereby agree to remove elective
abortion coverage from the health insurance offered through their Collective Bargaining Agreement and
- substitute prescription drug coverage for contraceptives and coverage for voluntary sterilization. Provided,
however, nothing in this Memorandum of Understanding shall deny medically necessary care to a covered
female, or apply in cases where pregnancy is the result of criminal sexual assault.

FOR THE UNION: FOR THE EMPLOYER:

Steven Sellers, Business Agent, POAM Karlyn Semlo%’rector

Human Resources and Labor Relations

- President, POAM

Dated: \ﬂa-vi [8] Q—O@g



